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SARS: HOW EFFECTIVE IS THE STATE AND
LOCAL RESPONSE?

WEDNESDAY, MAY 21, 2003

U.S. SENATE,
PERMANENT SUBCOMMITTEE ON INVESTIGATIONS,
OF THE COMMITTEE ON GOVERNMENTAL AFFAIRS,
Washington, DC.

The Subcommittee met, pursuant to notice, at 9:04 a.m., in room
SD-342, Dirksen Senate Office Building, Hon. Norm Coleman,
Chairman of the Subcommittee, presiding.

b Present: Senators Coleman, Collins, Levin, Carper, and Lauten-
erg.

Staff Present: Joseph V. Kennedy, General Counsel; Elise J.
Bean, Democratic Staff Director/Chief Counsel; Mary D. Robertson,
Chief Clerk; Laura Stuber, Democratic Counsel; Priscilla Hanley
(Senator Collins); John Myers (Senator Specter); Marianne Upton
and Rianna Brown (Senator Durbin); Bob Hall (Senator Dayton);
Tate Heuer (Senator Pryor); Kate Eklund, Jason Hill, Dan
Mullkoff, and Ahmed Khalil (Senator Levin); Rebecca Mandell
(Senator Lautenberg); and Josh Handler (Senator Akaka).

OPENING STATEMENT OF CHAIRMAN COLEMAN

Senator COLEMAN. Good morning. We are going to call this hear-
ing of the Permanent Subcommittee on Investigations to order. I
want to thank everybody for attending my first hearing as Chair-
man of the Permanent Subcommittee on Investigations in our Na-
tion’s capital.

Today, we address the issue of SARS. We address it from the
vantage point of the ability of our Nation to address this, and fu-
ture threats, at a local and State level. We address it from my stat-
ed position that it is my hope that this Subcommittee can find
ways to improve and reform areas of American life, to improve our
lives, and to make us safer and more secure.

And today, against the backdrop of a Nation at war—with the
national terror warning raised to its second-highest level—let us be
clear that the stakes facing our Nation, and our world, could not
be higher. Our ability as a Nation, to defend ourselves, against all
enemies—foreign or domestic—or even Mother Nature—depends on
our commitment to preparedness.

The front lines of our Nation’s war against nature’s terror of
communicable disease are, and will be, local governments. As a
former mayor, I understand that. I will never forget that. The abil-
ity of our Nation to defend itself from the terror inflicted by man
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through the use of chemical or biological weapons of mass destruc-
tion will be through the efforts of local government officials.

My friends, while there has been and remains great tragedy
across the world as a result of SARS, and as Secretary of Health
and Human Services Tommy Thompson warns us, America is not
yet safe from SARS, let me say this. I believe we got lucky this
time.

While preparations on the war on terror have better positioned
us to respond to threats and potential threats such as SARS, a con-
fluence of events spared our Nation from the tragedy that has vis-
ited others such as Canada, Taiwan, and China, a tragedy that not
only takes people’s lives but is also halting their lives.

For example, since SARS has emerged as a disease to be reck-
oned with, adoptions of Chinese children by Americans have been
halted. In Toronto, untold economic damage has been sustained be-
cause of potentially unnecessary reactions to SARS on the part of
organizations responsible for addressing the disease. We need to re-
member that SARS was not the worst disease that has ever
plagued civilization, either in terms of ability to spread or its mor-
tality. Even as we dealt with SARS, the World Health Organization
was battling cases of Ebola and avian flu elsewhere in the world.

As I am sure our panel of distinguished experts will attest, the
evolution and transmission of the next disease is not a question of
“if,” it is simply a matter of “when,” and I believe they will tell you
that SARS is not yet done. It may mutate. It may become worse.
It is not yet done killing.

Nor are new diseases that will appear in our future, and when
they do, our ability to contain them and survive them will largely
depend on local responders who treat the first cases. It is vital that
we continue our investments in making sure that these responders
have the resources, training, and support necessary to protect us.
In an era when even a few hundred non-lethal cases imposed sig-
nificant social and economic costs, we should regard these invest-
ments as prudent insurance against both intentional and naturally-
occurring threats to our health.

When a new disease such as SARS or the West Nile virus hits
local communities, several things have to happen. First, local doc-
tors need to know how to recognize that something new is hap-
pening and need to know who to turn to for information and sup-
port.

Second, at the national and international levels, agencies must
quickly develop information about the characteristics of the disease
in order to treat patients and prevent its spread. The World Health
Organization, the National Institutes for Health, and the Centers
for Disease Control and Prevention perform this role well.

Third, and this is most important, in my opinion, the information
these agencies develop must be transmitted back to mayors, hos-
pital administrators, and airport officials so that doctors, airline at-
tendants, researchers, and average citizens know what to do in
order to protect themselves.

In the end, our goal ought to be to develop a national response,
predicated on the understanding that the bulwark of that response
is going to be at the local level—and by local government and elect-
ed officials.
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And that they must have the resources and the cooperation of
the Federal Government to do so.

This hearing will focus on the synergy that is necessary for an
effective national response, driven by the talent and know-how at
the local level. There are questions we must ask and solutions we
must seek. There may be laws that must be changed and behaviors
that must be modified.

In the end, there can be no mistake that the issues we address
today may very well shape and form our response to the next nat-
ural or man-made disease that violates our sense of safety as a
human race.

Recently, I sent a letter to the Commissioner of the Minnesota
Department of Health. The questions I asked her are relevant
today . . . and remain questions we must address locally on a na-
tional basis.

What are States doing to prevent further outbreaks of SARS?

Have we identified potential risk factors or are there segments
of our population who are at particular risk?

What are States and local governments doing to educate citizens
about SARS and other potentially devastating diseases?

Are there changes that must be made to our local, State, and na-
tional quarantine laws?

Do local officials know where to turn to for information and sup-
port?

What should local officials do in the first days and weeks when
faced with a new disease with unknown characteristics?

What are the resources available and what are the resources
needed for local governments to be more effective?

Are hospitals equipped to treat small numbers of cases and do
they have the proper isolation facilities to accomplish this task?

What are the plans and strategies of hospitals to handle new
SARS cases or other potential diseases in the short- and long-term?

Do local and State health departments have the personnel and
resources they need to respond to potential disease threats?

Today’s witnesses will tell us that SARS was a wake-up call, and
I suspect they also support my belief that, so far, we have been
lucky.

On the whole, our response to the outbreak was very good. Many
of our cases came after the first case in Toronto so that local offi-
cials were already alert. It is also possible that Toronto received a
more virulent strain than any of our cities experienced.

We will also see that our responses were aided by the effort and
resources expended since September 11 and the anthrax attacks.
Over the past year, cities, States, and hospitals have begun pre-
paring for a sudden outbreak of infectious disease.

A recent GAO report indicates that we still have some way to go,
however. The report found that gaps exist in the disease surveil-
lance system and laboratory facilities and that there are workforce
shortages. It also found that planning for regional coordination is
still lacking between States, even as they develop plans of receiving
and distributing medical supplies for emergencies. Finally, it found
that most hospitals around the country lack the capacity to respond
to large-scale infectious disease outbreaks.
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Our systems did a good job of protecting us this time, but we can
always do better. In order to improve, we must first listen. Today’s
witnesses represent different parts of the national response to in-
fectious disease. They each have a different perspective on how the
system works.

In the final analysis, our work is at its initial stages. It is my
hope that we emerge from this hearing today with a sense of hope
and confidence that the investments we have made in preparation
and response are making a difference and that those areas that are
preventing us from being more responsive and effective can be
changed.

As a former mayor, I am well aware of the power of local officials
to confront and manage the dangers of this new era. I also know
that those who are here today are eager to offer us more than just
anxiety, they also offer us hope that we can, as a Nation, bear the
burden of this new era in a positive and results-oriented manner
that has been the hallmark of Americans for generations.

With that, I will turn to my distinguished Ranking Member and
former Chairman of this Subcommittee for his comments. Senator
Levin.

OPENING STATEMENT OF SENATOR LEVIN

Senator LEVIN. Thank you very much, Mr. Chairman. I commend
you for convening this hearing. I know that you have had a very
successful hearing in Minnesota, but this is your first as Chairman
here in the Nation’s Capitol and I congratulate you on that and
commend you for calling this hearing today on such a critical sub-
ject.

The front lines of the SARS battle, as the Chairman has men-
tioned, are drawn at our airports and our home communities, at
border crossings and hospitals, and at local doctors’ offices. Local
health care providers need training and resources if we are going
to protect our country from SARS. We have been relatively lucky
so far, but we need more than luck to keep this public health
threat under control. We need resources and planning.

Right now, our knowledge of SARS is limited. We don’t know
where the disease comes from. We don’t know how to rapidly and
reliably test its presence. We don’t have a cure. But we have
learned that if we identify SARS patients quickly and isolate prob-
able cases, that we can prevent the disease from spreading. That
means our first and most important line of defense is having first
responders who are trained to spot SARS symptoms, who have ade-
quate resources, and who have workable, sensible plans to safe-
guard the public.

We know that some countries have done a better job than others
at preventing the spread of SARS. We know that China was not
at first up front with its citizens about the disease, and as a result,
both confusion and the disease have spread. In contrast, Vietnam
successfully contained a possible SARS outbreak through swift ac-
tion. To protect our own country, we need to learn from the experi-
ences of others as well as to devise ways to support other countries’
efforts to stem their SARS infections.

When we look here at home, the facts paint a complex picture
of our readiness to fight SARS. On the one hand, we have a public
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health system that is engaged in this battle and taking many of the
steps that are needed. A few cases are being found, and there are
no fatalities to date. But on the other hand, we have inadequate
resources to support the good intentions and planning of our health
care system.

In my home State of Michigan, the SARS readiness picture is a
promising one, but one that requires further support and develop-
ment. Out of a total of 43 persons evaluated in Michigan for SARS
to date, only four suspected cases have been identified. Those cases
are being treated with no fatalities to date.

My State of Michigan has taken a number of steps to mount an
effective response to the SARS threat. It has determined that it has
legal authority to quarantine individuals posing an imminent pub-
lic threat. The Michigan Department of Community Health has as-
signed responsibility for combating SARS to a specific State office,
the Public Health Preparedness Office. The State has issued guide-
lines to Michigan hospitals on how to identify and treat suspected
SARS patients and sends out regular E-mail updates to hospitals
in all 64 local county health departments.

The University of Michigan Medical School has also taken a
proactive role. It has created a SARS working group that meets
weekly and includes representatives from local community health
departments. The working group has set up a communications line
%aAlle(Si Telecare that takes calls from people with questions about

RS.

These precautions are essential for the reason that they are es-
sential everywhere, but also particularly because Michigan is the
largest single area for border crossings between the United States
and Canada. To limit SARS risks at its border crossings, Michigan
is working actively with the CDC, Customs, border, and port per-
sonnel to screen persons entering the United States. If persons
crossing the border show symptoms of SARS, Michigan and the
CDC have designated three local health departments to evaluate
and care for suspected patients, including possible hospitalization
and quarantine.

Many of these steps represent new and important improvements,
and the near absence of SARS in Michigan shows that they seem
to be working. But our officials have also uncovered major short-
comings that need to be addressed.

For instance, when the City of Detroit drew up an action plan
for homeland security, one of the first such plans for a major city
in the United States, by the way, it determined that the city does
not currently have a computerized database that can detect emerg-
ing public health problems. Health care workers and family mem-
bers must have adequate supplies of masks as well as other key
health care equipment, such as respirators.

Another issue of importance is that, right now, Michigan doctors
have to send their SARS diagnostic tests to CDC labs in Atlanta
for analysis. Michigan laboratories want to set up an in-State test-
ing service to speed up the results and to reduce the burden on
CDC labs.

Resource needs on the local level show how far we still need to
go to protect this country against SARS. They are more than
matched by questions on the international and national level. How
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do we assist China in getting its SARS outbreak under control to
reduce SARS risks worldwide? Should the World Health Organiza-
tion be given additional authority to monitor in-country disease
outbreaks and quarantine procedures?

We can isolate patients, but we cannot isolate our Nation. We
need to work with the world community. We need the world com-
munity to work together to reduce the threat of SARS and other
diseases which know no boundary, just as we need the world com-
munity to pull together in our war on terrorism.

Recent press coverage indicates that the SARS threat is perhaps
coming under control worldwide. I hope that is true. But respon-
sible government calls for taking steps today to prevent the SARS
problem from becoming a public health care nightmare tomorrow.
We need the political will to take those steps. We need to invest
in public health. A number of those programs have been cut in the
proposed budget. That is a short-sighted decision.

Finally, we cannot rely on private philanthropy to deal with this
kind of a public need. We have seen some wonderful examples of
private philanthropy. The co-founder of Home Depot, Bernard
Marcus, took a tour of the CDC’s laboratory facilities in Atlanta
and was so disturbed by their dilapidated state that he personally
pledged $2 million to help the CDC equip a state-of-the-art emer-
gency response center that has played a very critical role in the
battle against SARS. But it is just not the way to go, to rely on
private citizens to step in to make up for the inadequate resources
that the Federal Government has provided in such a vital area. We
applaud his generosity. It has made a difference. But we cannot
rely on that and we have to do what is necessary ourselves in de-
voting the resources that are essential.

Mr. Chairman, because I am managing the defense bill on the
floor in the Senate this morning, I am unable to stay to hear the
testimony. I will surely be briefed on these important proceedings
by my staff, but again, I commend you and I ask that the balance
of my statement be placed in the record at this time.

Senator COLEMAN. It will be placed in the record. Thank you
very much, Senator Levin.

[The prepared statement of Senator Levin follows:]

PREPARED OPENING STATEMENT OF SENATOR LEVIN

Today, the front lines of the SARS battle in the United States are drawn at our
airports, our border crossings, our hospitals, and the local doctor’s office. Our local
health care providers need resources and training to protect our country from a
SARS outbreak. We've been relatively lucky so far, but we need more than luck to
keep this public health threat under control. We need resources and planning.

Right now, our knowledge of SARS is limited. We don’t know where the disease
came from, we don’t know how to rapidly and reliably test its presence, and we don’t
have a cure. But we have learned that if we identify SARS patients quickly and iso-
late probable cases, that we can prevent the disease from spreading. That means
our first and most important line of defense is having first-responders who are
trained to spot SARS symptoms, have adequate resources, and workable, sensible
plans to safeguard the public.

We also know that some countries have done a better job than others at pre-
venting the spread of SARS. We know that China was not, at first, up front with
its citizens about the disease and as a result, both confusion and the disease have
spread. In contrast, Vietnam successfully contained a possible SARS outbreak
through swift action. To protect our own country, we need to learn from the experi-
ences of others, as well as devise ways to support other countries’ efforts to stem
their SARS infections.
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When we look here at home, the facts paint a complex picture of our readiness
to fight SARS. The good news is that we have a public health system that is en-
gaged in this battle and taking many of the steps needed. Few cases are being
found, and no fatalities to date. But on the other hand, we have inadequate re-
sources to support the good intentions and planning of our health care system.

In my home State of Michigan, the SARS readiness picture is a promising one,
but one that requires further support and development. Out of a total of 43 persons
evaluated in Michigan for SARS to date, only 4 suspected cases have been identi-
fied. All four cases are being treated, with no fatalities to date.

Michigan has also taken a number of steps to mount an effective response to the
SARS threat. It has determined that it has legal authority to quarantine individuals
posing an imminent public health threat. The Michigan Department of Community
Health has assigned responsibility for combating SARS to a specific state office, the
Public Health Preparedness Office. The state has issued guidelines to Michigan hos-
pitals on how to identify and treat suspected SARS patients, and sends out regular
E-mail updates to hospitals in all 64 local county health departments.

The University of Michigan Medical School has also taken a proactive role. For
example, it has created a SARS working group that meets weekly and includes rep-
resentatives from local community health departments. The working group has set
up a communications line called Telecare that takes calls from people with ques-
tions about SARS. They have developed a questionnaire for health care providers
to screen emergency room patients by asking about their travel history, exposure
to potential SARS patients, and symptoms. They are also working on locating a fa-
cility that could be used to quarantine a large number of SARS patients, were that
to become necessary.

These precautions are essential, in part because Michigan is the largest single
area for border crossings between the United States and Canada. Canada is the
United States’ top trading partner with over $1 billion worth of goods and services
crossing the border every day, and more than 40 percent of that trade moving be-
tween Michigan and Ontario. To give you some idea of the potential impact SARS
could have on Michigan, every day over 36,000 vehicles—trucks, cars, and buses—
depart Canada and travel to Michigan. Furthermore, every day the number of peo-
ple coming into Michigan from Canada on trains, cars, and buses exceeds 70,000.
In addition, Great Lakes marine traffic and the Detroit international airport bring
in cargos and passengers from all over the world. Together, these border crossings
make Michigan a key gateway that must be protected to keep the United States safe
from SARS.

To limit SARS risks at its border crossings, Michigan is working actively with
CDC, Customs, Border, and port personnel to screen persons entering the United
States. If persons crossing the border show symptoms of SARS, for example, Michi-
gan and the CDC have designated three local health departments in Chippewa
County, St. Clair County, and Detroit to evaluate and care for suspected patients,
including possible hospitalization and quarantine.

Many of these steps represent new and important improvements, and the near ab-
sence of SARS in Michigan shows they seem to be working. But our officials have
also uncovered major shortcomings that need to be addressed. For instance, when
the City of Detroit drew up an Action Plan for Homeland Security, one of the first
such plans for a major city in the United States, it determined that the city does
not currently have a computerized database system that can detect emerging public
health problems. Detroit Mayor Kwame Kilpatrick has now called for establishing
a citywide disease surveillance system that, consistent with privacy protections, can
track both infectious diseases and bioterrorism incidents, and communicate directly
with health care professionals, state officials, and the CDC.

Another ongoing issue is training and protections for local health care providers.
In some countries, hospital workers such as nurses have suffered SARS infections
despite using recommended safeguards. More work needs to be done to understand
how they became sick and to protect them. One part of the problem may be that
only certain types of surgical masks provide adequate protection from SARS drop-
lets, and these masks need to be fitted carefully and changed daily. An even more
basic issue is to ensure that health care workers and family members have adequate
supplies of masks as well as other key health care equipment such as respirators.

Another issue of importance is that, right now, Michigan doctors have to send
their SARS diagnostic tests to CDC labs in Atlanta for analysis. Michigan labora-
tories want to set up an in-state testing service to speed up the results and to re-
duce the burden on CDC labs. Another open issue is who will pay for significant
testing and quarantine costs, should those become necessary.

Resource needs on the local level show how far we still need to go to protect this
country against SARS. They are more than matched by questions on the inter-
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national and national level. How do we assist China in getting its SARS outbreak
under control to reduce SARS risks worldwide? Should the World Health Organiza-
tion be given additional authority to monitor in-country disease outbreaks and quar-
antine procedures? How do we encourage rapid development of a SARS vaccine?

We can isolate patients, but we can’t isolate our country. We need to work with
the world community, and we need the world community to work together to reduce
the threat of SARS and other diseases which know no boundaries, just as we need
the world community to pull together in our war on terrorism.

Recent press coverage indicates that the SARS threat may be coming under con-
trol worldwide, and I hope that is true. But responsible government calls for taking
steps today to prevent the SARS problem from becoming a public health care night-
mare tomorrow.

We need the political will to take those preventative steps. Last week, the Senate
voted for more than $350 billion in tax cuts over the next 10 years. To help pay
for its proposed tax cuts, the Administration has proposed cutting spending on a
number of important programs, including for public health care. That is a short-
sighted mistake.

We can’t rely on private philanthropy to deal with the public’s need. One example
shows why. After the 9-11 and anthrax incidents in 2001, a U.S. citizen who is also
a co-founder of Home Depot, Bernard Marcus, took a tour of the CDC’s laboratory
facilities in Atlanta. He was so disturbed by their dilapidated state that he person-
ally pledged $2 million to enable the CDC to equip a state-of-the-art emergency re-
sponse center, which has played a key role in the battle against SARS. It is incred-
ible that a private citizen had to step in to make up for the inadequate resources
of the Federal Government in such a vital area. While the generosity of Mr. Marcus
has made a real difference, we can’t rely on that approach to construct a workable
disease surveillance system that can identify, monitor, and evaluate the severity of
infectious disease outbreaks in the United States.

I was a member of the Detroit City Council during the 1970’s. I know that if a
contagious disease were to have broken out in my city during those days, my phone
would have started ringing and not stopped. The experiences of local health care
professionals can tell us a lot about what is and is not working, and I commend
Senator Coleman for holding this hearing today—his first, by the way, in Wash-
ington as Chairman of the Permanent Subcommittee on Investigations. I look for-
ward to hearing today’s testimony.

Senator COLEMAN. Let me turn to the distinguished Chairman of
the Committee on Governmental Affairs, Senator Collins.

OPENING STATEMENT OF SENATOR COLLINS

Senator COLLINS. Thank you very much, Mr. Chairman. Let me
start by thanking you for holding this important hearing to evalu-
ate the government’s response to the outbreak of Severe Acute Res-
piratory Syndrome, or SARS.

I have a very eloquent opening statement—— [Laughter.]

But I know that you are eager to get to the witnesses today, so
I would ask unanimous consent that it be submitted for the record.

Senator COLEMAN. Without objection, Senator. Thank you very
much, Senator Collins.

[The prepared statement of Senator Collins follows:]

PREPARED OPENING STATEMENT OF SENATOR COLLINS

Mr. Chairman, thank you for calling this morning’s hearing to examine how effec-
tive the State and local response has been to the outbreak of severe acute res-
piratory syndrome—or SARS—in the United States, and to take a look at how well
the Federal Government has worked to support and coordinate these efforts.

Severe acute respiratory syndrome, or SARS, is proving itself to be a formidable
global threat. There is neither a treatment nor a cure for this deadly, highly con-
tagious virus that is spreading throughout Asia, and into parts of Europe, Canada
and the United States. To date, there have been almost 8,000 probable cases of
gAl;S reported in more than 30 countries worldwide and more than 660 people have

ied.

It is true that the worldwide toll for SARS is relatively small compared with, say,
the three million people who died last year of AIDS. If SARS continues to spread,
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however, its death toll could skyrocket. Moreover, while we should be reassured that
quick action on the part of the CDC and our State and local health officials has re-
sulted in a relatively low number of probable SARS cases in the United States with
no deaths, we should not rest easy. Given that the virus can go wherever a jetliner
can travel, it is a very real possibility that we have not yet seen the full extent of
this epidemic in our country.

In the wake of recent terrorist attacks and increasing fears about the spread of
highly contagious diseases like SARS, our Federal, State and local governments
have become increasingly sensitive to the need for an effective, coordinated response
to such events. While there is absolutely no evidence that the spread of SARS is
part of a planned attack, our institutional capability to deal with such an epidemic
is the same whether it is the consequence of a terrorist act or a naturally-occurring
event. In fact, a major side benefit of all of our efforts to strengthen our homeland
defense capabilities should be an improved ability to respond to all kinds of emer-
gencies.

Over the past 2 years, the Congress has appropriated significant amounts of fund-
ing for public health activities at the Federal, State and local levels as part of our
bioterrorism preparedness effort. Moreover, the supplemental appropriations bill
passed earlier this year contains an additional $16 billion for CDC specifically to
address the SARS outbreak. I therefore look forward to hearing whether these addi-
tional resources have improved our ability to respond to public health emergencies
like SARS.

In addition, since physicians, nurses, and other health care workers on the front
lines are likely to be the first individuals to encounter cases of an emerging infec-
tious disease like SARS, it is critical that they have the support and information
that they need from Federal agencies like the CDC to identify and effectively con-
tain such an outbreak.

Mr. Chairman, I look forward to examining these and other issues this morning,
and once again, I thank you for convening this hearing.]

Senator COLEMAN. We will turn to Senator Lautenberg.

OPENING STATEMENT OF SEANTOR LAUTENBERG

Senator LAUTENBERG. Thanks very much, Mr. Chairman. I, like
the Chairperson, will withhold my eloquent statement. It has yet
to be written, and [Laughter.]

But I do want to say, this is such an important topic and the con-
sideration of how we deal with it is a major question, its effects not
only on the individual, but the economy, the circulation of people
£a‘Lnd taking care of normal obligations raises a very serious problem
or us.

My question, and I will end with this, is will it depend on a given
State’s income capacity to deal with the problem? We know that all
the States, with almost no exception, have difficult times meeting
their normal obligations right now. Deficits are significant and very
few States can just continue as they were before.

Now the question is, if there is an outbreak of SARS, whose re-
sponsibility i1s it, not just to deal with it. We know that we have
to have the health professionals and some facility particularly suit-
ed to treating SARS patients and whether or not they will be able
to be isolated sufficiently. But then the question comes in about the
capacity to afford. Now, if a given State is poverty-stricken—let me
use that term—will the problem then become one of its neighboring
States or the neighboring region, or will it be unintentionally ex-
porting the disease?

So the question is, how do we deal with this? Does it become pri-
marily a Federal concern? I know the Chairman, I listened to your
statement and it was very good and apparently Minnesota and you
have gotten a great deal of attention paid to this. I don’t know
whether it has to do with your proximity to Canada and some of
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the problems that have erupted there, but this is a good oppor-
tunity to hear from our distinguished panel, Mr. Chairman. I look
forward to hearing from them.

Once again, the focus at the moment for me is how do we re-
spond to this plague that we are dealing with in the best fashion
and is it a responsibility for all the States, shared in equal terms,
if the disease presents itself in their boundaries?

Senator COLEMAN. Thank you very much, Senator Lautenberg,
and I am sure the panel will be addressing the question and the
way you have framed it.

I would like now to welcome the first panel of witnesses to to-
day’s hearing, Dr. Julie L. Gerberding, Director of the Centers for
Disease Control and Prevention in Atlanta, Georgia; Dr. Anthony
S. Fauci, the Director of the National Institute of Allergy and Infec-
tious Diseases at the National Institutes for Health in Bethesda,
Maryland; and finally, Dr. Michael T. Osterholm, the Director of
the Center for Infectious Disease Research and Policy at the Uni-
versity of Minnesota, Minneapolis, Minnesota.

I thank all of you for your attendance at today’s important hear-
ing and look forward to hearing your perspective on what the
broader health care community is doing to provide local officials
with the information they need to deal with sudden outbreaks such
as SARS.

Before we begin, pursuant to Rule 6, all witnesses who testify be-
fore the Subcommittee are required to be sworn. At this time, I
would ask you to please stand and raise your right hand.

Do you swear the testimony you will give before this Sub-
committee will be the truth, the whole truth, and nothing but the
truth, so help you, God?

Dr. GERBERDING. I do.

Dr. Fauct. I do.

Dr. OsTERHOLM. I do.

Senator COLEMAN. Thank you. We will be using a timing system
today. Please be aware that approximately 1 minute before the red
light comes on, you will see the lights change from red to yellow,
giving you an opportunity to conclude your remarks. While your
written testimony will be printed in the record in its entirety, we
ask that you limit your oral testimony to no more than 5 minutes.

Dr. Gerberding, you have the opportunity to go first with your
testimony. We will then hear from Dr. Fauci, and finally, we will
finish up with Dr. Osterholm. After we have heard all the testi-
mony, we will turn to questions.

Dr. Gerberding.

TESTIMONY OF JULIE L. GERBERDING, M.D., M.P.H.,'! DIREC-
TOR, CENTERS FOR DISEASE CONTROL AND PREVENTION,
DEPARTMENT OF HEALTH AND HUMAN SERVICES, AT-
LANTA, GEORGIA

Dr. GERBERDING. Good morning, Mr. Chairman and Senators. It
is really a pleasure to be here to focus in on the local response to
SARS because, as we say at CDC, ultimately, all public health is

1The prepared statement of Dr. Gerberding appears in the Appendix on page 47.
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local and I think it is a timely opportunity to address the issue
from that perspective.

The macroscopic view right now is that we have over 7,700 cases
of SARS globally with 643 deaths. In the United States, we have
67 probable cases of SARS, and I think I have a graphic here that
shows the distribution of both the probable as well as the suspected
cases of SARS across the United States. I illustrate it only to indi-
cate that almost all States have been involved in the development
of containment protocols for the isolated patients, and certainly
this represents an enormous amount of work on the part of clini-
cians as well as local health officials across our country.

There are many SARS stars and I would like to formally ac-
knowledge the efforts that have been made by the CDC team, but
I think in this effort, it is the front-line clinician and the front-line
local health officials that really deserve the credit for the fact that,
so far, we have been able to contain the epidemic in this country.
We have been doing that not using the usual modern interventions,
such as vaccines or antiviral treatment, but the old fashioned
methods of isolation and quarantine.

The first and foremost component of this is, of course, the alert-
ing and the advice to travelers to affected areas, reminding them
of what the risks are and the steps they need to take. We delivered
more than one million of these health alert cards, which have prov-
en to be a very important aspect of our response because they
remind travelers returning from these areas that they could poten-
tially have been exposed. And if they develop any illness in the
next 10 days, they need to contact a clinician and seek medical
care.

We know the health advisory notices are working because people
are self-referring for care and they are reporting very early at the
onset of fever. So I think that has been a very important compo-
nent of our ability to contain spread in this country. Of course, it
only takes one highly-infectious person to set off a cascade of trans-
mission if they are not identified and isolated quickly.

A really critical component of containment at the local level is
the front line, the hospital emergency rooms, clinics, and the clini-
cians who respond quickly to suspecting a case of SARS and imple-
ment the appropriate infection control precautions. We learned in
Canada that you have to have a very high standard of infection
control in the health care environment to prevent spread to other
health care officials. This includes not just the containment in the
room, but also the masks and the proper utilization of hand hy-
giene and the other measures to prevent spread. Isolation has been
successful in the vast majority of situations where it has been prop-
erly introduced in health care settings, but as I said, you have to
be highly compliant with those recommendations.

In this country, we have not had to implement quarantine or
measures for exposed people other than the active monitoring that
health officials have been doing of people exposed to SARS cases
in hospitals or in their homes. That really represents the part of
this graphic that you don’t see. Because for every case here on this
map, there are many exposed people that are involved in an ongo-
ing monitoring process, for the 10 days of incubation, to be sure
that we detect the earliest possible signs.
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In this country, we have only two individuals who have been ex-
posed to travelers and who are probable SARS cases. One of them
is a health care worker and one of them was a household contact
of a SARS patient. So we think our isolation and monitoring sys-
tems have been effective so far.

The last really critical component of this is, of course, commu-
nication. We need the communication systems to electronically
track illness and information, but we also need the information ex-
change that goes out through our health alert notification, through
our Internet, through our spokespersons at the local level as well
as the national and international level.

I think what we have learned in SARS is that we can respond
quickly, we can define the virus, develop tests, sequence it, and we
can also get the communication and information about that out
quickly enough. The question is, are we quick enough to really con-
tain it if we are in the unfortunate situation to have a highly infec-
tious person who sets off a cascade of transmission.

We have seen that it can be done. Containment has been success-
ful, even in developing countries, but it takes a prepared public
health system. The weakest link in the system is the link that
could allow a leakage and spread to occur. So we have to strength-
en the entire public health system from the front-line clinician all
the way through the Federal and international health agencies. We
can do it, but it is going to take a sustained effort, and I thank you
for the opportunity to present that perspective.

Senator COLEMAN. Thank you, Dr. Gerberding. Dr. Fauci.

TESTIMONY OF ANTHONY S. FAUCI, M.D.,! DIRECTOR, NA-
TIONAL INSTITUTE OF ALLERGY AND INFECTIOUS DIS-
EASES, NATIONAL INSTITUTES OF HEALTH, DEPARTMENT
OF HEALTH AND HUMAN SERVICES, BETHESDA, MARYLAND

Dr. Fauct. Thank you very much, Mr. Chairman. I appreciate
the opportunity to present my testimony before you and Members
of the Committee.

As you can see from this slide, many versions of which I have
presented before this Committee and similar committees regarding
emerging and reemerging diseases, the SARS epidemic that we are
facing really falls squarely within the spectrum of what mankind
has been experiencing since the beginning of mankind and will ex-
perience throughout the evolution of our species to wherever it may
go, and that is that interesting interaction between microbes that
emerge and reemerge.

Sometimes, these emergences are really minor blips in the radar
screen that are curiosities, unfortunate for the people who get af-
flicted, but they do not have a major global health impact. And
then occasionally, we get a disease that does.

In the last century, the 1918 flu pandemic that killed 25 million
people worldwide, and the AIDS epidemic that was first recognized
in the early 1980’s, which we are now in the middle of, is another
example of a true global pandemic.

SARS is an epidemic that is still in its evolutionary phase. It has
extraordinary potential. The death rate is alarmingly high, and as

1The prepared statement of Dr. Fauci appears in the Appendix on page 58.
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you mentioned in your opening statement, Mr. Chairman, in many
respects, despite the fact that we have had good public health and
infection control methods, we have been somewhat lucky, and for
that reason what we really need to do is to continue the vigilance
that Dr. Gerberding has mentioned, but also pursue a robust re-
searﬁh agenda, and I would like to spend just a couple of minutes
on that.

We know from very rapid detective work on the part of the CDC,
the WHO, and others that the etiologic agent of SARS is a
coronavirus. Now, you might recall historically that it took us at
least 2% years to identify the virus associated with HIV. This was
done in a matter of weeks and the virus was sequenced so that we
know the molecular makeup of it.

It falls within a category of viruses that we have had extensive
experience with, the first coronavirus being isolated in 1937 in ani-
mals, and then in the mid-1960’s in humans. It is most known for
the fact that one of the groups of coronaviruses is the cause of the
common cold, a very benign disease that rarely, if ever, causes seri-
ous consequences.

But also, the coronavirus is seen among domesticated animals,
such as pigs, cows, dogs, cats, etc., and this is important when one
thinks in terms of where this virus may have come from. And I
must say right off that we don’t know at this point, but also it
shows the importance of developing animal models so that we can
study it. As you know, there are no specific therapies or human
vaccines, even though we have been studying these types of dis-
eases for a considerable period of time.

What about the research agenda, we have now? Because of the
seriousness of the threat and because of the fact that although
there are reports, as you mentioned, that things might be leveling
off, there are two issues. One, we could just as easily have a re-
bound, and that is the reason for the vigilance that Dr. Gerberding
mentioned, but also, there is the possibility, if not likelihood, that
we will not be finished with this even when the cases no longer
spread in this season or at this particular time. So we must be pre-
pared for serious consequences in future years.

For that reason, there is a robust research agenda, including
basic research and understanding of what we call the pathogenesis
of disease. How does it make people sick? That is still somewhat
of a mystery, because when one looks at the pathologic specimens
of individuals, it is likely that not only the virus is causing direct
damage, but the inflammatory response seen in the lungs of indi-
viduals with the Severe Acute Respiratory Syndrome is causing a
considerable amount of damage.

We also need to think in terms of therapies. We are right now
in collaboration with our colleagues at the CDC and at USAMRID
screening a number of drugs that have already been developed for
other reasons to see if, in fact, we could get what we call a hit or
an indication that this particular drug or class of drug might have
activity against the SARS virus. We have had some interesting pre-
liminary hits, but they have only been at concentrations of the
drug that would not make them at all feasible to use in a pharma-
cological sense. But it at least points us in the right direction of
the class of drugs.
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We are also, now that we have the sequence, doing targeted drug
design against potential particularly vulnerable parts of the virus
replication cycle.

And then there is the question of vaccine. Again, since this virus,
lucky for us, grows very robustly in tissue culture using monkey
tissue culture cells, the virus is now being grown in a number of
institutions, including the National Institutes for Health, for the
purpose of making the first generation of a vaccine, which is a
killed vaccine. We will likely be successful in proving a concept in
an animal model, but once we do that, it will take years, at least,
to develop a safe and effective vaccine for humans.

So in summary, Mr. Chairman, the research agenda is robust
and the challenge of emerging and reemerging infectious diseases
will be with us forever and SARS is a dramatic example of that.
Our most critical weapons against the threats are vigilance, public
health and infection control capabilities, and the robust research
agenda that I briefly summarized for you and which I have de-
scribed.

With these factors working in synergy, we feel confident that
they will provide the best hope of protecting the citizens of the
world and of our Nation against the inevitable threats to public
health that will follow. Thank you, Mr. Chairman.

Senator COLEMAN. Thank you very much, Dr. Fauci. Dr.
Osterholm.

TESTIMONY OF MICHAEL T. OSTERHOLM, PH.D., M.P.H.,' DI-
RECTOR, CENTER FOR INFECTIOUS DISEASE RESEARCH
AND POLICY, UNIVERSITY OF MINNESOTA, MINNEAPOLIS,
MINNESOTA

Dr. OSTERHOLM. Thank you, Mr. Chairman. I want to applaud
you and the Members of the Subcommittee for addressing this very
timely and critical issue in terms of the effectiveness of our Na-
tion’s response to SARS. I believe that this international public
health crisis is here to stay, as you so eloquently stated, and will
pose an ever-increasing risk to the citizens of the United States.
My comments reflect my professional experience in State and Fed-
eral public health programs, academia, as well as my participation
in such groups as the National Academy of Sciences Institute of
Medicine.

In that latter regard, I want to refer the Subcommittee to a very
important report which was issued in March of this year, just as
SARS became a public crisis. Ironically, our committee, which for
the past 2 years detailed the reasons why emerging infectious dis-
eases are of such importance, actually considered the very issue of
a type of SARS-like agent becoming a critical public health prob-
lem. Our committee report also provides a series of recommenda-
tions for assuring that we have an effective and timely detection
and response to these new agents in the future. I urge the Sub-
committee to review this report.

I am here today to address the critical need for our country to
continue in its beginning journey to prepare its homeland security
against both human-made and Mother Nature-made biological

1The prepared statement of Dr. Osterholm appears in the Appendix on page 68.
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agent attacks. In general, we must capitalize on the collaborative
preparation to respond to the everyday growing threat of emerging
infections, as well as the potential for the use of biologic agents as
terrorism weapons.

Before I detail my concerns and suggestions for the Sub-
committee, I want to take this opportunity to offer my highest com-
pliments to the response to the SARS epidemic both abroad and at
home. This response has involved a number of Federal agencies,
particularly the Department of Health and Human Services and
Department of Homeland Security, as well as State and local public
health departments as well as front-line health care facilities and
workers.

Specifically, I would like to acknowledge the leadership of my
two co-witnesses, Dr. Gerberding and Dr. Fauci, who have contin-
ued to play critical roles in defining a proactive and well-articu-
lated response on behalf of our Federal public health agencies.
Both of these individuals have served as trusted and articulate
voices in hundreds of media appearances and policy briefings. As
a result, I believe that this time, the American public has received
the facts in a meaningful and very thoughtful way.

In addition, State and local health agencies have put in countless
hours investigating possible SARS cases, working with local health
care delivery systems to accommodate the needed infection control
security for individuals who might have contact with SARS pa-
tients, as well as serving as a credible public voice for the many
questions that have arisen from the local community.

While our experience today with SARS can be interpreted as
having been successful in our efforts to limit its impact in this
country, like you, Mr. Chairman, I have to admit we have been
lucky. As you have heard during the past several weeks, the City
of Toronto has known firsthand the devastating impact of the
SARS epidemic. This impact includes not only the morbidity and
mortality associated with the disease, but the economic and social
implications of being labeled a community with SARS trans-
mission.

We must never forget, what happened in Toronto could just as
easily have happened in Buffalo, Cleveland, Detroit, or Min-
neapolis-St. Paul. Imagine what any one of these American cities
would have experienced had an epidemic unfolded in their commu-
nity and subsequently had an international advisory issued urging
no travel to that community.

As an epidemiologist who has investigated hundreds of infectious
disease outbreaks, including some caused by previously unrecog-
nized infectious agents, both my learned opinion and my best bet
is that we have not yet begun to see the worst of SARS. It is my
belief that despite the heroic efforts made by countless profes-
sionals in the health care and medical care systems to control local-
ized epidemics in locations such as Toronto, Hong Kong, Hanoi,
and Singapore, the ongoing transmission of SARS in parts of China
and Taiwan signals a very important message that this is a disease
transmitted via respiratory route that has now seeded itself in a
sufficant number of humans such as to make its elimination impos-
sible.
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If this is true and this disease follows the pattern of other simi-
larly transmitted agents, we can expect to see increasing case num-
bers associated with seasonality, in other words, in the winter
months in the Northern Hemisphere. In short, the reduction in
new cases throughout the world is undoubtedly due in part to the
heroic efforts just mentioned and also likely reflects the waning of
cases during the summer months.

Believing this to be true, I am convinced with the advent of an
early winter in the Northern Hemisphere in just 6 short months,
we will see a resurgence of SARS that could far exceed our experi-
ence to date. If this projection is correct, we have every reason to
believe that this disease may show up in multiple U.S. cities as we
continue to travel around the world in unprecedented numbers and
speed. Imagine now the possibility of simultaneous disease out-
breaks in multiple U.S. cities.

You may ask, is this likely to occur? Honestly, no one knows, but
as a student of the natural history of infectious diseases, I am con-
vinced that, just as we saw in the early days of HIV, we are now
in the early days of the SARS epidemic.

I have provided for the Subcommittee a series of points that I be-
lieve must be considered in response to the SARS epidemic. First,
we are under-invested in our public health system. You will hear
from other panels to the extent to which that has occurred.

Also, we must coordinate the roles of Federal, State, and local
agencies in our response to this problem. I believe that you have
sitting at this table in Dr. Gerberding and Dr. Fauci, two of the
leaders for which their agencies must play prime roles and primary
response roles to this particular problem.

Finally, it is going to be important for us to understand the re-
sources and capabilities of our health care delivery systems and the
private sector in responding to this problem and the need for the
critical coordination and resource development in these areas.

In conclusion, let me just say I again want to thank you for this
very important and timely hearing. I only wish that this would be
the last hearing necessary in terms of responding to the SARS cri-
sis, but I fear that will not be the case. Nevertheless, your ongoing
oversight of the resource needs and collaboration of Federal, State,
and local public health agencies will provide a critical road map for
helping us to assure our Nation’s safety and security from all of the
emerging infectious diseases of the future. Thank you.

Senator COLEMAN. Thank you very much, Dr. Osterholm.

I would be interested to know whether, Dr. Gerberding and Dr.
Fauci, if you share Dr. Osterholm’s perspective that we have not
yet seen the worst of SARS? Clearly, he has raised the concern that
when the winter months approach, and in Minnesota, we know
about those winter months, that we can expect to see new cases.
Do you share that perspective?

Dr. GERBERDING. I hope he is wrong, but I fear that he is correct.
Most of the respiratory viruses follow this pattern and I think we
need to be vigilant and anticipate that could be the case.

Senator COLEMAN. Dr. Fauci.

Dr. Fauct. I share both Dr. Osterholm and Dr. Gerberding’s con-
cern. As Dr. Gerberding mentioned, it would be distinctly unusual
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for a respiratory disease that is spread the way this is spread to
all of a sudden just disappear.

Senator COLEMAN. I want to get focused on the local level. I have
some basic questions, but let me ask a broader question first. As
I have listened to the testimony, what should Toronto have done
differently? I would ask you all to—if you ruled the roost, what
would you have told them to do or what should they have done that
was different?

Dr. GERBERDING. I think there is very little that they could have
done differently because the patient who was infectious arrived
there before information about the epidemic was available. So they
didn’t have that opportunity to put into place the kinds of systems
{:halt{: we now know are necessary for containment. That was bad
uck.

Senator COLEMAN. Dr. Fauci.

Dr. Fauct. It could just have easily have happened to us. We
often get asked that question. We really, in general, don’t have bet-
ter public health measures nor better experience, at the local level
than other developed nations, particularly like Canada, have. They
didn’t know it was coming and it hit them. We knew it was coming
just days before. We did a very good job, particularly under Dr.
Gerberding’s leadership at the CDC, but we could have been hit
much worse. So I don’t think that there is any reasonable criticism
of how the Canadians handled it. They did a very good job.

Senator COLEMAN. Dr. Osterholm, any comment?

Dr. OSTERHOLM. Yes.

Senator COLEMAN. And by the way, I am not looking to criticize.
I am just trying to understand, is there something in that experi-
ence that now the message should go out to every other city, go
down this path rather than another path. Dr. Osterholm.

Dr. OSTERHOLM. Lest you think this was rehearsed, I happen to
agree strongly with my colleagues here at the table, but let me add
one additional point. Also being from the lakes of Minnesota, you
understand well what it is like to have a leaky boat. If you have
got one leak, you can bail for quite a while and do quite well. That
was a single hit in one city.

What I am very concerned about is that if we see a greater pres-
sure on a worldwide basis in terms of cases in the developing
world, they are going to spin out many more new infections that
will come into the developed world through travel. What do we do
if we are experiencing four, five, six, seven, or eight of these out-
breaks in 10 cities simultaneously? Resource allocation issues will
end up to be very different.

So I would urge that we understand the Toronto experience, as
much as it was a potential problem, imagine if that had been si-
multaneous in many different North American cities and what re-
sources we would have been able to provide on a local, State, and
fIj‘ederal level. I think that is the concern that we must have for the
uture.

Senator COLEMAN. Do local responders today have a single point
of contact to get information or to report concerns? Is there a hot-
line to one place that folks, by the way, not just in the Minneapolis,
St. Paul, or Chicago, but in the St. Cloud, the Sleepy Eyes, the
smaller communities, is there within our country today at the local
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level an awareness of a single point of contact, either to report in-
formation or get information?

Dr. GERBERDING. I would like to think that the fact that CDC
does serve as a broker of information is a useful tool at the local
level. We certainly have a website that has been visited more than
two million times over the SARS epidemic. We also operate a hot-
line for clinicians and a hotline for the general public so people can
have access to that information, even in other languages, on a reg-
ular basis.

But we also recognize that we can’t prescribe the details of the
response or the measures at the local level and so that system has
to include input up and down the entire public health system.

Senator COLEMAN. Dr. Osterholm, I know you have experience
working at that local level

Dr. OsTERHOLM. There actually are—it’s a variety of different
systems that exist at State and local areas, but like Dr. Gerberding
said, I agree that there are well-recognized points of contact.

The problem we have, however, is that as the number of prob-
lems continue to increase, I see nothing in our human biology to
suggest that the number of new problems are not going to increase.
Today, telephones are ringing off the hook at health departments
throughout the United States. As a result of the BSE issue in Can-
ada, is it safe to eat my hamburger?

The same people that often have to answer these questions are
the same people that are responding to SARS, who are responding
to trying to get people vaccinated for smallpox, and who are dealing
with any number of infectious disease problems. And so it is like
when your 911 system gets overloaded. What is happening is while
those points of contact exist, they are all occurring simultaneously.
So SARS has now been added onto the back of that point of con-
tact.

Senator COLEMAN. Thank you. Senator Lautenberg.

Senator LAUTENBERG. Thanks, Mr. Chairman.

The hearing that we are holding here demonstrates its impor-
tance as we listen to the testimony. Frankly, I wish we had a more
optimistic picture than we have seen.

The question for me is, when was the first evidence of SARS dis-
covered? Do we know where?

Dr. GERBERDING. In retrospect, we believe that the first cases of
SARS, or at least the first outbreaks of SARS were occurring in the
Guangdong Province in November and December. We did not get
reliable information from that area and that is one of the weak-
nesses in our global detection system, that we don’t have the senti-
nels out there that we can trust or that we can get information
from when it is happening.

It was recognized in February in Hong Kong because a traveler
from Guangdong was involved in an outbreak that occurred in a
hotel in Hong Kong and that really initiated the international cas-
cade. So it was several weeks after the epidemic was initiated in
China that it became known in the Western world, and then it was
a couple of weeks after the outbreak in Hong Kong that we were
able to isolate the virus and recognize that this was not influenza
or not some common problem, that this was, in fact, a new corona-
virus infection.
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Senator LAUTENBERG. Is it assumed that we are dealing more ca-
pably with this because we have had, as Dr. Fauci said in his testi-
mony, a chance to take a look right after the problem came up in
Toronto and prepare ourselves a little better for it, because I am
interested in the fact that this locale, this region seemed to have
induced the quickest spread of the disease. Could something like
this have resulted from an activity by people who were looking to
manufacture something? You get an obvious connection here be-
tween the threats that we have been enduring. Mr. Chairman, it
is really a terrible scenario that we look at.

Dr. Osterholm, the calls that I have been getting don’t relate so
much to SARS but to fear of a problem that is facing us. In this
case, this Committee has significant jurisdiction over homeland se-
curity and I have had the kind of calls that say, well, should I not
go to New York, from people in my State, in my region. Should I
not plan my vacation with my kids to Florida? We are talking now
about different kinds of dangers, but nevertheless, dangers.

The thing that concerns me is the tendency to try to isolate our-
selves from the communities in which we live, work, travel, etc., be-
cause as I heard, isolation looks like, if I understood you right, Dr.
Gerberding, isn’t isolation the first step that you take when some-
one is suspected of having SARS?

Dr. GERBERDING. Isolation is what we do when someone is infec-
tious and we put them in the hospital and use the precautions for
preventing spread. Quarantine is what we do with uninfected peo-
ple who might have been exposed, and the quarantine can be any-
thing from complete segregation to simply, you have been exposed,
take your temperature every day and let us know if you have a
fever. We haven’t had to implement the more aggressive forms of
quarantine in this country, we haven’t recommended them here,
but that is a step that was necessary in other parts of the world
to control the problem.

With respect to your issue about is this terrorism—everything
about this disease looks natural. Its mode of transmission, its pat-
tern, everything is consistent with the natural evolution of a
coronavirus. But we have had an open mind about this from the
very beginning, and, of course, we were alert to that in the same
way that you were.

Dr. Fauclt. Senator, one point that I might make has to do with
information and the kind of calls that you get and the kind of calls
that we get and why it is so important to do what we have been
trying to do, is to be very proactively up front in trying to educate
the American people as to what a real risk is and how you should
respond to the risk.

You might recall that back during the anthrax crisis, when the
anthrax attacks were in Florida and in New York and in Wash-
ington, DC, we were getting calls from people in Los Angeles and
in Pittsburgh saying, should we be taking ciprofloxacin, because
they read this in the newspaper. Well, there is absolutely no reason
for them to take ciprofloxacin if they are not exposed. And I think
the point that Dr. Gerberding is making is very important.

We should be very vigilant, but we shouldn’t have people now in
our country be afraid to go anywhere in this country.
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Senator LAUTENBERG. Exactly, and that is the kind of message
that I am looking for, and that is if it is a natural phenomena, nat-
ural conditions often, if something goes awry, create a danger—
street crossings, etc., airplane flying in normal course, car driving,
all those things. I would like not to have a message that says, hey,
we have to retreat to our homes. We can’t function. We couldn’t
function.

One thing that Dr. Osterholm said that rings my bell, and that
is we are not spending enough on the whole public health issue,
and this brings it full forward to us. You heard Senator Levin’s
comment about the fact that the fellow from Home Depot decided
to reach into his pocket to make the facility workable, that is part
of the Federal Government.

It is a terrible thing, because I believe that security and strength
has to be built from within the society as well as that which pro-
tects us externally beyond our boundaries. The demands today,
there is an awareness that we never saw before that results from
the instant access to communications, the awareness of people to
things that I don’t think were quite as they were before. We have
not only got to work with the condition itself, but with the fallout
that results from knowledge and—you said two million hits on the
website. Is it thought that they were primarily from the profes-
sional community? I am talking about health care providers, first
responders, etc., or is it John Q. Citizen who is looking for some
information to protect themselves and their families?

Dr. GERBERDING. I think we see both. Our website has informa-
tion for clinicians. It also has information for the general public
and we hope people do go there as a credible source of information.

But I really agree with your point about trying to balance, there
is a problem. These are the sensible things that need to be done
to control it. On the other hand, we don’t want to overdo it and
have people unnecessarily concerned or take steps that really are
detrimental to the kind of balance that we want to have in our life,
and that has been our challenge with this one.

Senator LAUTENBERG. Mr. Chairman, just 1 minute more. Dr.
Fauci, did you suggest in your comments that this is a relatively
low-lethality disease?

Dr. Fauct. No, not at all. In fact, to the contrary. If you look at
influenza, which is spread much more readily than SARS, the mor-
tality is less than 1 percent in a normal year of influenza. If you
look at a very bad situation, like the pandemic of 1918, that was
just a few percent, 3 or 4 percent. The mortality right now, if you
look at it, is between 8 and 9 percent, and some may think as high
as 14 or 15 percent.

Se}lllator LAUTENBERG. Thanks, Mr. Chairman. Thank you very
much.

Senator COLEMAN. Thank you, Senator Lautenberg.

I want to focus again now, in following up a little on some of the
concerns that Senator Lautenberg just raised. At that local level,
not the public side now, the private side, we have Northwest Air-
lines in Minneapolis-St. Paul, a direct connecting link to China. I
know that they have been impacted by fear of flying.

Can you talk a little bit about, on the private side, the kind of
information that a Northwest Airlines or someone else is getting?
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Who is telling them whether they have to sanitize planes? Who is
providing information about whether it is safe to be on the same
plane that flew to somewhere in China but is on another route?
Who has that responsibility? Who has that information, and how
do folks on the private side get the right information?

Dr. GERBERDING. CDC has a large responsibility for the health
conditions in our transit system and that particularly is handled by
our Division of Quarantine and Global Migration. So our quar-
antine officers are at the borders and are responsible for any of the
health measures that need to be taken on vessels or on airplanes
or other means of transportation. So we have been working with
the trade associations representing airlines as well as airline crews
to get information out about what is necessary as well as what the
concerns and issues are at the individual employee level.

Just last week, we prepared, at CDC, a videotape, a 2-minute
video briefing that will be available to all the airlines to show on
board the plane to help the passengers understand what is going
on, why are they getting this card, and what does this all mean.
So we do this in partnership and are very open to being responsive
to additional needs.

Senator COLEMAN. Is there a greater need to communicate to the
general public, those who are getting on one of those airplanes, to
answer any concerns they have about infection passing on, and if
there is, who has that responsibility?

Dr. GERBERDING. Again, it is a partnership. I don’t think there
is ever enough communication in the setting of a health problem,
at least enough reliable communication. But we work through the
local health agencies as well as through the media to try to get in-
formation in the hands of travelers. We are also working with the
associations of travel agents and people who are going to get the
kinds of questions when someone is booking their reservation. So
there are a lot of different channels of information and we are
pushing it out there as fast as we can.

Senator COLEMAN. Dr. Osterholm, I know you again know in
your experience in dealing with the local level with some of these
issues of infectious diseases. Talk to me a little bit about the mech-
anism for the average citizen to have concerns dealt with.

Dr. OsTERHOLM. Well, first of all you are really dealing with com-
peting interests here. We have 24/7 television cameras today that
are going to, in some cases, fuel the fire of fear. I am very afraid
of that issue. But on a whole, I think that most of the media has
been quite responsible reporting on the SARS issue and has tried
to represent the facts. In particular, the print media has done a
very good job of detailing that.

What we need to do is do a better job of driving the public to reli-
able information. For example, the CDC has on its web site right
now, two very thoughtful documents about should people travel to
this country for business purposes, if they come from a SARS-in-
fected area, or should they travel to those counties? We at the Uni-
versity of Minnesota, for example, have a number of foreign stu-
dents coming to our campus from China very soon. We have used
the CDC documents extensively to help us decide what to do. I
think that has been very helpful.
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So part of it is making people aware that information is there.
Again, we are making great efforts that way.

Senator COLEMAN. And finally, Dr. Fauci, you talked about a ro-
bust research agenda. How is the funding for that agenda?

Dr. FAuct. Well, right now we are, as you well know, between
budget cycles, so we are using our emerging infectious diseases re-
sources to jump-start programs and we are now in the process of
putting together a projection of what our resources will be needed
for. In fact, at a hearing that Senator Specter held, our Appropria-
tions Chair asked Dr. Gerberding and I to do that, and we are in
the process of doing that and putting it through the clearance of
our Department. So we are actually working on that right now.

Senator COLEMAN. Thank you. We are going to have a vote, I be-
lieve, at 10 o’clock, but I will turn to my distinguished colleague.
Senator Lautenberg, do you have any additional questions, and if
you do, after Senator Lautenberg’s question, we will finish with
this panel, have a 10-minute recess so that we will be able to go
vote, and then continue the hearing. Senator Lautenberg.

Senator LAUTENBERG. Where does the responsibility lodge be-
tween CDC, NIH, etc? How do you bring the various departments
together? How are they coordinated?

Dr. GERBERDING. Secretary Thompson has made a very strong
commitment to have all one HHS, and it actually is working that
way. One of the ways we coordinate is through the Secretary’s com-
mand center. So every morning, I get an update from our people
all over the world on the state of SARS and then I sit down
through a video terminal and speak directly to the Secretary’s com-
mand center, where Dr. Fauci and Dr. McClellan and others from
the various Federal agencies participate, as well as people from the
Department of State, Department of Defense, and other areas, and
I give a morning update on the status of the SARS epidemic. We
identify any major strategic decisions that the Department or that
the Federal Government needs to address, and then the Secretary
and his team take it from there.

So the coordination of the response has been working beautifully
through our operations center model. I think, in general, we have
an extremely collaborative relationship with NIH. Dr. Fauci and I
are in constant communication and I think we pass that baton back
and forth with great enthusiasm and sometimes even a little fun.

Senator LAUTENBERG. How does the non-specific medical infor-
mation, the demographics, and the geographic, where does that
kind of data reside?

Dr. GERBERDING. We publish each day a daily SARS report that
gets distributed through the various people who are tracking the
epidemic. This is also on our website. We make information avail-
able to the media through a similar mechanism.

Each week, at least once a week, we also have a televised brief-
ing for the public and the press where we give the updated infor-
mation or describe what is going on, and then through our health
alert system, which is the way we communicate urgent information
to State and local health officials and clinicians, any time there is
something new, like last night we changed the case definition for
SARS, so we pushed that out through the system so that people on
the front line know what is going on.
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We also have regular phone calls, many with health officers, with
clinicians, with various stakeholders in the effort. So it sounds like
a lot of different things going on, and that is the case, but it is ac-
tually very well coordinated through our operations center.

Senator LAUTENBERG. Dr. Osterholm, you are free of any govern-
ment restraints here. What do you think we, in government, could
do besides just providing funds? Is there anything else that you
would recommend to help us get a handle on this threat that we
see from SARS?

Dr. OSTERHOLM. I think the issue of funds is a very clear piece
of it, particularly for the State and local level. We also have the
issue of human resources, meaning do we have the trained individ-
uals in this country we need to respond?

I think earlier, Senator, you asked a question that I think is
right at the heart of the issue here today, what is the source of this
epidemic? And from a perspective of humankind today, it is mind-
boggling to think about, that there are actually 6.1 billion people
on the face of the earth. One out of every nine people who has ever
lived in the history of mankind is on the face of the earth today,
and most of those people live in the developing world in conditions
that Charles Darwin would have written about as the ideal micro-
bial laboratory.

For example, the largest population of hogs in the world live in
China, along with the largest population of people, and most of
those pigs live in the backyards of these people, as well as the larg-
est aquatic bird population of the world. Should we be surprised we
are going to see all kinds of new infectious agents coming out of
there as these factors mix and match in this kind of environment?

So I think that this government has to be prepared to under-
stand that what has historically happened with new infectious
agents should not be used as a measure of what will happen in the
future. Travel, as well as all these other demographic factors I
talked about will continue to change. I think that is a very impor-
tant fact, and we can’t plan on resources by biennium or budget cy-
cles for a problem that we can’t anticipate 2 and 3 years down the
road. We are going to have more and more of these unexpected
problems where we need the ability to move resources and get re-
sources quickly.

Senator LAUTENBERG. Mr. Chairman, there is a message to re-
member.

Senator COLEMAN. Sobering.

Senator LAUTENBERG. Thank you all very much.

Senator COLEMAN. Thank you all very much.

This hearing will be recessed for 10 minutes.

[Recess.]

Senator COLEMAN. This hearing is called back to order.

I would like to introduce now our second panel of witnesses at
this time. We welcome Dr. Rod Huebbers, the President and CEO
of the Loudoun Hospital Center in Leesburg, Virginia; Dr. Thomas
R. Frieden, Health Commissioner of the New York City Depart-
ment of Health; and finally, Mary Selecky, the Secretary of Health
of the Washington State Department of Health in Olympia, Wash-
ington, and President of the Association of State and Territorial
Health Officials.
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I thank all of you for your attendance at today’s hearing. I look
forward to hearing your testimony this morning and your unique
perspective on how local and State officials have responded to the
SARS outbreak and whether there are any lessons that we can use
to improve our response to the next outbreak.

Pursuant to Rule 6, all witnesses who testify before the Sub-
committee are required to be sworn. At this time, I would ask all
of you to please stand and raise your right hand.

Do you swear the testimony you will give before this Sub-
committee will be the truth, the whole truth, and nothing but the
truth, so help you, God?

Mr. HUEBBERS. I do.

Dr. FRIEDEN. I do.

Ms. SELECKY. I do.

Senator COLEMAN. We will be using a timing system today, as I
said for the first panel. Please be aware that approximately 1
minute before the red light comes on, you will see the lights change
from green to yellow, giving you an opportunity to conclude your
remarks. While your written testimony will be printed in the
record in its entirety, we ask that you limit your oral testimony to
no more than 5 minutes.

Mr. Huebbers, you will proceed first with your testimony. We
will then hear from Dr. Frieden and finish up with Ms. Selecky.
After we have heard all of your testimony, we will turn to ques-
tions. Mr. Huebbers.

TESTIMONY OF RODNEY N. HUEBBERS,! PRESIDENT AND
CHIEF EXECUTIVE OFFICER, LOUDOUN HOSPITAL CENTER,
LOUDOUN HEALTHCARE, INC., LOUDOUN COUNTY, LEES-
BURG, VIRGINIA

Mr. HUEBBERS. Good morning, Mr. Chairman, and thank you for
the opportunity to appear before this Subcommittee. My name is
Rodney Huebbers and I am the President and CEO of Loudoun
Healthcare, which is a community nonprofit health care organiza-
tion serving Loudoun County, Virginia, as the principal health care
provider, and we are the local first line of defense that we have
been talking about this morning.

Loudoun County is the second fastest growing county in the
United States. We are bordered on the east by Dulles Airport,
which is a key factor for us, to the north by the Potomac River, and
to the west by the Blue Ridge Mountains and the Shenandoah
River, and we are also home to a diverse business and residential
population. We are also home to the FAA’s center for the National
Capital Region and we are a major emergency evacuation route for
the District of Columbia.

With respect to our size and experience, at the time of presen-
tation in our emergency departments, Severe Acute Respiratory
Syndrome had not been yet identified nor clinically defined with re-
spect to symptoms of treatment. On February 17, 2003, a woman
who had recently traveled to Guangdong Province in China pre-
sented in our ER with pneumonia-like symptoms. We obtained a

1The prepared statement of Mr. Huebbers with additional testimony attached appears in the
Appendix on page 73.
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personal history of the patient, including her recent travel
itinerary, which included a report of unusual pneumonias being
seen in Guangdong Province.

While symptoms did mirror pneumonia, a typical dry cough and
respiratory distress proved an unknown, prompting the patient’s
isolation in a negative-pressure room as a means of infection con-
trol. Subsequently, the hospital’s infection control chief and the
Loudoun County Health Department were notified as part of our
infectious disease algorithm that we had established. In turn, the
Virginia Department of Health and Centers for Disease Control
and Prevention were also notified.

Prior to this SARS presentation, it is important to note that be-
fore September 11, our hospital had a specific disaster plan in
place that included coordination with county, State, and Federal
authorities, and following September 11, with the advent of all the
biological and chemical terrorism threats, our protocols were fur-
ther refined on paper as well as in practice.

Loudoun County has been confronted with a variety of commu-
nicable disease issues, including anthrax, Virginia’s first human
death from West Nile virus, as well as three locally acquired cases
of malaria, and literally, Loudoun Hospital is the front-line pro-
vider and had been in all those cases. So, hence, we have practical
experience from which to draw conclusions as to our own protocol
evolution and the quality of assistance from regulatory offices.

As to the performance of Loudoun Hospital’s ER triage training
as well as our already heightened awareness in the development of
infection protocols combined to serve us well on February 17. The
documentation of symptoms, along with a predetermined history,
including the travel inquiry volunteered by the patient’s family, in
consultation with the Loudoun County Health Department, proved
critical in the initial decision to isolate and contact infection control
authorities. From there, the notification algorithm worked very
well as designed.

While the patient herself was of great concern, so, too, were the
clinical and non-clinical staff who had either incidental or clinical
contact with the patient. Again, SARS was not known at this time,
but given the symptomatic issues identified, it was obvious that in-
fection was a distinct possibility. Our emergency response team
began the process of identifying those with whom the patient had
contact with during the admission process, and within hours, we
had a list of individuals and had begun contacting them for testing.

At the time of the SARS presentation, the hospital’s most notable
infection control protocol in place was for tuberculosis. Now, of
course, we have a SARS protocol which, based upon information
supplied by various authorities, has been amended in keeping with
clinical findings.

As for staff reaction during and following our SARS presentation,
I would characterize it as informed and collaborative. Given the un-
known symptoms of SARS at the time, common sense, admission
information, and proper infection protocols combined for an ade-
quate medical response on behalf of the patient and staff alike. The
hospital’s existing emergency preparedness committee lecture se-
ries on emerging diseases and bioterrorism threats, evolving poli-
cies and algorithms related to infection control, and improved com-
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munication with Northern Virginia hospitals via dedicated rapid
notification radio frequency, continue to provide threat mitigation.

There were some gaps identified during our review that, in this
case, did not impact patient care. They include insufficient testing
materials pre-placed in Northern Virginia for all the individuals we
needed to test. There were procedures in place to transport speci-
mens quickly to the Virginia State Lab, but the procedures for
quickly shipping these specimens to Atlanta during the weekend
were lacking. Multiple agencies were involved, which at times pit-
ted patient care against regulatory expectations. At times, the staff
was torn between specimen collection and delivery, symptomatic
consultation with multiple agencies, and actually caring for the pa-
tient and others.

In particular, our patient only spoke Chinese. Had it not been for
a family member accompanying the patient, vital information im-
pacting patient care may not have been communicated easily.

At our hospital, we have provided additional instruction in the
taking of sample and chain of custody procedures to accelerate the
diagnostic process, and a general concern of ours continues to be
multiple isolation patients requiring negative pressure rooms.

Three elements, however, played a key role in the successful out-
come of this case. Plans were in place in the emergency room to
isolate the patient and notify key personnel. Effective communica-
tion patterns preestablished throughout the public health sector
from hospital to Federal authorities worked well. And positive
working relationships between the hospital and the local public
health office proved critical in diagnosis and in containment.

In conclusion, the largest single gap experienced between our
hospital and expectations of State and Federal health authorities
as well as the public to whom we are dedicated is the additional
cost associated with clinical education, supplies, and ultimately
prevention on a local, regional, and national infectious disease
issue. Local hospitals like Loudoun Hospital have spent consider-
able time, man hours, and capital in emergency preparedness for
all levels of trauma and infection associated with accidental or haz-
ardous situations. It has taxed us heavily, and while we carry the
burden to meet expectations, assistance by way of appropriated dol-
lars would certainly provide the means to assure a successful rapid
response by your front-line provider.

Although all the links in the chain of defense must be strong, it
is imperative that the strongest link be at the local level with the
front-line provider.

(Ii thank you very much again for the invitation to present here
today.

Senator COLEMAN. Thank you very much, Mr. Huebbers. Dr.
Frieden.

TESTIMONY OF THOMAS R. FRIEDEN, M.D., M.P.H.,' COMMIS-
SIONER, NEW YORK CITY DEPARTMENT OF HEALTH AND
MENTAL HYGIENE, NEW YORK, NEW YORK

Dr. FRIEDEN. Good morning, Chairman Coleman. I am Dr. Thom-
as Frieden, Commissioner of the New York City Department of

1The prepared statement of Dr. Frieden appears in the Appendix on page 86.
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Health. Thank you for the opportunity to discuss New York City’s
response to SARS.

Every single day, New York City welcomes more than 100,000 in-
coming air travelers, of whom more than 30,000 are coming from
international destinations. On Saturday morning, March 15, just 3
days after the World Health Organization first issued its SARS
alert, we were notified of a traveler from Singapore with suspected
SARS. The traveler was a physician himself, an infectious disease
specialist, like myself actually, who cared for two index patients
with SARS in Singapore. He had attended a large conference in
New York City. He saw a New York City doctor for his illness, then
flew home to Singapore. He was taken off the plane in Frankfurt,
Germany, and hospitalized. His wife and mother-in-law, who were
both traveling with him, both developed SARS.

That afternoon and evening, we faced a series of critical decisions
and rapidly took the following actions. With facilitation from CDC,
we spoke with the patient’s doctor and determined that the patient
met the case definition. We interviewed the patient by phone from
his isolation room in Germany. We determined who he had been
in contact with in New York City and we contacted them. We noti-
fied the conference he had attended. We found the doctor who
tlrleated him in New York City and monitored him and his staff for
illness.

The same day, using blast fax and E-mail technology, we con-
tacted health care workers throughout New York City, including
every emergency department, every intensive care unit, and many
others about SARS and the importance of rapid detection isolation.
We heightened the index of suspicion in our state-of-the-art syn-
dromic surveillance system. This system tracks every ambulance
run, most emergency department visits, many pharmacy prescrip-
tions, and absentee data.

We created a public communications strategy, including targeted
outreach to Asian communities. We emphasized that this is a dis-
ease of travel, not ethnicity.

Our response illustrates that a detection and response to an in-
fectious disease outbreak, whether natural or intentional, requires
both a strong public health infrastructure and an effective working
relationship with the medical community.

Today, we have a stronger system, thanks to Federal funding.
We are able to be available 24/7 to evaluate potential SARS cases,
ensure that appropriate lab specimens are obtained, provide guid-
ance about patient isolation and care, and actively monitor all
cases. We continue to prepare for a possible outbreak, and when
needed, we have mandated the isolation of patients.

Partly due to early proactive response and partly due to our good
fortune in not having had a super-spreader, SARS has not spread
in New York City. However, given outbreaks around the world,
New York City and the United States cannot afford to be compla-
cent. A disease that spreads like the common cold, kills one out of
six people it infects, and for which there is no rapid test, no vac-
cine, no cure, and no way to predict its future course is something
we must all be extremely concerned about.

Federal funding is woefully inadequate for our city. For example,
bioterrorism funding is not currently directed toward the extraor-
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dinary needs of places high on the list of potential targets. Cities
like New York, already a target more than once, must be
prioritized. More than 11 million people live or work in New York
City every day, with a population density 300 times greater than
the national average.

We appreciate the Federal funding that has already been pro-
vided, but it is not nearly enough. I request a chart that I will pro-
vide be read into the record.! It shows that, incredibly, New York
City ranks 45 out of 54 grant recipients in Federal per capita bio-
terrorism funding, 10 percent less even than the national average.
New York City gets one-sixth as much per capita as Washington,
DC, one-fourth as much as Wyoming, one-third as much as Ver-
mont, Alaska, North and South Dakota.

The spread of SARS could rapidly overwhelm our ability to re-
spond. My department has immediate needs requiring at least
$104 million additionally. Our most urgent unmet need is to up-
grade our public health laboratory. Despite fiscal crisis, the city
has dedicated more than $30 million to upgrading the lab, but this
is only about half of what is needed. We must retrofit facilities for
emergency use, plan and establish sites for mass preventive treat-
ment, acquire equipment and technology for rapid response. New
York City public hospitals need an additional $35 million to ad-
dress their immediate emergency response needs.

To ensure speed and effectiveness, it is critical that Federal fund-
ing continue to come directly to New York City. We must continue
to strengthen the Nation’s public health infrastructure. CDC’s lab-
oratory and infectious disease resources need to be greatly in-
creased. Threats of terrorism and new and reemerging infectious
diseases will remain a concern for the foreseeable future. Only a
concerted, sustained Federal investment in public health will en-
sure our capacity to respond and protect our communities. Thank
you.

Senator COLEMAN. Thank you very much, Dr. Frieden. Ms.
Selecky.

TESTIMONY OF MARY C. SELECKY,2 SECRETARY, WASHINGTON
STATE DEPARTMENT OF HEALTH, OLYMPIA, WASHINGTON,
AND PRESIDENT, ASSOCIATION OF STATE AND TERRI-
TORIAL HEALTH OFFICIALS

Ms. SELECKY. Thank you, Mr. Chairman and Members of the
Subcommittee. I am Mary Selecky, Secretary of Health in Wash-
ington State and President of the Association of State and Terri-
torial Health Officials.

In my remarks today, I would like to make four points. Substan-
tial Congressional investments in preparedness funding have en-
abled States to respond more effectively to emerging infectious dis-
eases, such as SARS.

Second, great progress has been made in enhancing public health
capacity, but as you just heard, much more needs to be done and
sustained support is essential.

1The chart appears in the Appendix on page 136.
2The prepared statement of Ms. Selecky appears in the Appendix on page 94.
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Third, Federal, State, and local public health agencies in collabo-
ration with their international counterparts and other key partners
are working cooperatively to address this serious public health con-
cern.

And fourth, as Dr. Osterholm said, the greatest obstacle to our
efforts to combat SARS and future threats like this is the serious
workforce shortage facing health agencies at the local, State, and
Federal levels, both public and private. That shortage must be ad-
dressed if we hope to quickly, efficiently, and effectively respond to
emerging infectious diseases.

For the past 2 years, Congress has appropriated significant
amounts of funding for public health preparedness activities at the
Federal, State, and local levels. There is no doubt that these re-
sources have improved our ability to respond to SARS. In Wash-
ington State, we have 29 suspect and probable cases. We have a
double-digit number. Other States have single-digit numbers. We
all have to have the same capacity.

With the investments that have been made in Washington State,
public health preparedness funds have added four epidemiologists
to our State communicable disease epidemiology unit, providing us
with the additional capacity needed to respond to SARS questions
and to assist local health agencies and local clinicians, including
our hospital partners. These same funds have been used to orga-
nize 9 public health emergency preparedness regions among our
State’s 35 counties that are organized in local public health. We
have added additional epidemiologists and we have provided lead-
ership across the State, State and local together, in being able to
deal with SARS.

Washington State, like most other States, is using the health
alert network that Dr. Gerberding mentioned to disseminate offi-
cial messages from CDC across the public health system and
through local health agencies, as noted in New York, to clinicians
and hospitals, and we are all using websites, borrowing, and send-
ing around to each other.

Cooperation and collaboration among public health agencies and
other key partners is critical to our SARS activity. Our colleagues
at CDC have done a terrific job in identifying and tracking the epi-
demic. As you heard, through numerous conference calls, video con-
ference broadcasts, international broadcasts, we have shared the
information across a wide spectrum.

As a former local health official for 20 years in a very rural part
of Washington State, the Fifth Congressional District, I know first-
hand about the importance of the capabilities that must be in place
so that all citizens are protected. In a local rural area, we rely
clearly on our fellow local, our State, and our Federal health agen-
cies, but we all have distinct roles to play.

We are a State that borders another country and we are next to
British Columbia. We serve as a major port of entry and we, the
State, as well as the locals, must work together with our inter-
national partners in order to address issues like this, and let me
give you our example.

On March 22, a container ship was due to arrive in Tacoma,
Washington, after visiting Singapore, Hong Kong, and Taiwan.
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Several of the 26 crew members had developed non-specific upper
respiratory symptoms that fit the evolving case definition.

As the ship approached, my staff worked closely with the local
health department, Tacoma, Pierce County, CDC’s Division of Glob-
al Migration and Quarantine to plan a response. We had questions
about the symptoms, who had the authority, would we isolate,
would we quarantine, who is it that would address this issue? The
Port of Tacoma was engaged, as well as the shipline owner. We
were all working together, and this was new territory for all of us.
Calls for assistance and questions quickly overwhelmed CDC’s Di-
vision of Global Migration and Quarantine. If there is anything sin-
gular that stands out, there has been underfunding of that par-
ticular part of CDC.

We boarded the ship together. We determined that we were not
dealing with SARS at that moment. We were able to work together
to alert the other ports in California and Hawaii as to what had
gone on; it is that cooperative and collaborative relationship of
which I speak.

For a moment, I will highlight some of our workforce concerns.
The same public health workers who work on communicable dis-
eases at the State and local level, and even most recently with
smallpox vaccinations, upcoming summer West Nile virus, or
should anthrax ever appear, are the same ones that are today an-
swering the phone about BSE, beef in Canada, and have been deal-
ing with SARS. They are public health nurses, disease investiga-
tors, environmental health specialists, and laboratorians. We need
them all.

Clearly, the recent progress that has been made in strengthening
our public health infrastructure has helped, but much more needs
to be done. Questions will arise if we in this country could deal
with what Toronto went through. I believe we could, but we would
be stretched to the max. We, as you yourself said, have been lucky.
Someone is smiling on us.

In closing, I wish to thank Congress for the preparedness fund-
ing that has come. It was a critical beginning, but it can’t be a two-
shot effort. It clearly must be sustained. Thank you.

Senator COLEMAN. Thank you very much, Ms. Selecky.

Thank you to the entire panel. Dr. Frieden, your chart will be
entered into the record.

Let me first start with Mr. Huebbers, and again, with all the tes-
timony, I am very impressed with the quickness with which we re-
sponded. You talked about an evolving definition of SARS. Mr.
Huebbers, you mentioned when this first report came in, there
were some unusual things happening in Guangdong Province. I
think you indicated SARS has not yet been designated as what we
were dealing with. Where did you get your information from? Was
it official, unofficial? How did that work?

Mr. HUEBBERS. Actually, in reality, what occurred was we identi-
fied that it was unusual when the patient presented the symptoms
and we contacted public health. We have a fairly fast-acting triage
process, that when we deem something is highly unusual, it goes
beyond—involves administrators and everybody else, and literally
went on the Internet and went to a search engine, typed in “Chi-
nese pneumonia” and came to a website that had indications or
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had information there about the disease. And at the same time I
am doing that at home, people at the hospital were doing it, be-
cause this occurred at about 11 o’clock at night. So that is—we
were able to get that information between public health and arti-
cles that were on the website.

Senator COLEMAN. I am not sure whether this is a question for
you or Ms. Selecky, but the way in which you responded, is that
a product of you being near Dulles, part of the kind of major Wash-
ington community? Do you have a level of sophistication that per-
haps the rural area that Ms. Selecky worked in wouldn’t have?

Mr. HUEBBERS. I would say most probably. It was a combination
of we did get lucky. We have, because of our proximity to Dulles,
we have had experience in dealing with malaria, anthrax, and
West Nile. But we are in a unique situation because of being near
Dulles and the Washington area.

Senator COLEMAN. Talk to me about the capacity, and I am going
to ask Dr. Frieden that same question. When we listened to the
first panel, the concern is fall comes, increased capacity. Do you
hﬁfr% the ability to handle multiple cases? Is there bed space avail-
able?

Mr. HUEBBERS. We agree, and actually had started planning sev-
eral weeks back, because we agree with the hypothesis that come
the fall or winter of next year, we are not going to see the end of
SARS. Actually, we believe at Loudoun that this is just the begin-
ning.

We have already met with both regional and State health offi-
cials. We have the capacity at what we would call our old hos-
pital—we are in a new facility that is 5 years old. The old campus
has been maintained. We can bring that campus online in a very
quick fashion to handle upwards of 100 patients, and, in fact, that
has been part of our planning process. Both regional and State offi-
cials agree, and its ability to handle surge capacity is critical.

Our issue is money. To do that, to bring it online and sustain it
from here on in, which the community, being the second fastest
growing county in the country, there is also the need for some ca-
pacity there, but we just don’t have the funds to do it. I mean, in
an emergency, we would figure it out, but

Senator COLEMAN. I have to go vote again. Dr. Frieden, I am
going to come back to this issue of surge capacity in an area like
New York. We will adjourn this hearing for not more than 10 min-
utes to allow me to vote and come back.

[Recess.]

Senator COLEMAN. This hearing is called back to order.

Dr. Frieden, what we were talking about and Mr. Huebbers had
talked about, surge capacity. Talk to me about New York, bed
space available, how do you create capacity?

Dr. FRIEDEN. Well, in New York City, we have the experience of
West Nile virus. We have the tragic experience of the World Trade
Centers. We have the experience of anthrax. And so we have dealt
with surge capacity in the past, and I think our gaps in this area
are primarily three.

The first and most urgent is laboratory capacity. This is true at
the national, many State, and certainly our local and other local
levels. In the health care system, the laboratory is often the poor
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relation in the landscape of medical care and public health, and
that is the case here, as well. We would need to be able to test,
presuming that we have a rapid and accurate test down the line
that can definitely rule in or rule out infection within less than 3
weeks, which is what we are dealing with now. Presumably, if we
have a test, we would need to be able to do it rapidly, 24/7, 7 days
a week, and we don’t have that capacity.

The second issue is surge capacity in terms of isolation beds,
medical facilities, and, potentially, quarantine facilities. We have to
consider what we would rather not have to do, but if we had large
groups of people who needed to be separated from others, we would
have to find places for those people to be.

Hospitals have been downsizing, but there is a difference be-
tween having space and having staff. And so the critical distinction
is between beds and staffed beds. We know that SARS affects hos-
pitals directly. Today’s paper talks about nurses and doctors re-
signing en masse in Taiwan. The challenge would be not just to
find the physical space, but the staff to be able to attend to pa-
tients.

And, of course, personnel is also a critical issue, as Dr.
Osterholm and Ms. Selecky mentioned. We have the same staff
who are doing smallpox, the same staff who are responding to out-
breaks of infectious diseases every day of the year, the same staff
who are dealing with West Nile virus, and with our syndromic sur-
veillance system. These are the staff who are answering calls on
SARS or other things and it really is not a sustainable situation
to be in, even without a major outbreak, and with a major out-
break, it strains the system to the breaking point.

Senator COLEMAN. Understanding that staff, it is hard to just
kind of put together this is the SARS team and have them waiting
for the fall, the next outbreak, but talk to me a little bit about the
ability to investigate. I read somewhere an article, maybe in the
New York Times this weekend, that talked about setting up teams
and New York City having teams. Are those infectious disease
teams or are they SARS teams or tell me a little bit about how you
are doing that.

Dr. FRIEDEN. We are very fortunate in New York City. We have
many dozens of highly trained medical epidemiologists. We have
disease investigators in a wide variety of programs relating to ev-
erything from typhoid to tuberculosis, West Nile virus, and so we
are able to field teams to track individual patients or outbreaks
and we do that all the time. That is the bread and butter work of
public health. If we get a case, we have a cluster of pertussis or
measles, we are able to rapidly respond and contain that before it
becomes a major public health problem. Again, if the team is work-
ing on one thing, they can’t be working on something else, so that
limits our ability.

We also shouldn’t forget that although we need to continue and
strengthen our ability to respond to infectious diseases, the thing
that is killing seven out of ten Americans now is non-communicable
diseases and local public health departments, State health depart-
ments, and Federal agencies have not fully stepped up to the plate
of that challenge. And so as we try to deal with the things that are
killing people today, we need to not stop dealing with the things
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that are likely to be coming back as significant problems now and
in the future.

Senator COLEMAN. That is very helpful, and I do want to note,
Dr. Frieden, that I certainly support your call for bioterrorism
funding that needs to be prioritized. I think that is important, and
we are certainly having discussions about that in this body. But I
do think that we have to be moving in that direction. The reality
is, in New York or Washington, threat levels are different than in,
as I said before, Sleepy Eye or Hibbing, Minnesota, and I think we
should recognize that certainly in the funding stream, so that con-
versation is going on.

Ms. Selecky, I keep getting back to that rural perspective. I know
you are not in that role now, but are you confident that folks at
a rural level, hospital rural level, if faced with a patient that
showed some SARS signs, that they would have the capacity to
react in the appropriate manner?

Ms. SELECKY. Mr. Chairman, we are much better prepared today
than we were in the past and it will get better. I think, clearly, our
ability to do very quick communication, the investment we have
done as a public and private system in how we communicate and
getting real-time information back and forth has been important.

I still live in that rural area of Washington State. I have to stay
in the State capital during the week, but I travel that 7 hours
across the great State of Washington and I have responsibility for
39 counties, be they rural or urban, as do my counterparts across
the country. Our ability to make sure that people are aware of
what is emerging, what is happening—I will use West Nile as an
example.

It could be in an urban area, or our first dead raven with West
Nile virus was in Ponderey County, where I used to be the health
officer. It was just as important for that person who picked up that
dead bird to be able to take it to their local health department, who
then sent it to us at the State level—we all have roles. But our
level of sophistication at the State level was greater than at the
local level. We share the information and we worked with our Fed-
eral partners. That is as good of an example as with SARS.

Our hospitals have been squeezed to such small margins, be they
public hospital districts that rely on tax dollars to open the door,
or larger hospitals in our urban area that are counting on great
numbers of encounters to help them open the door. But they both
need the same amount of information for identification. That is
what is really important, is about understanding information
through the system.

Senator COLEMAN. But they both don’t have the same level of re-
sources.

Ms. SELECKY. No, they do not.

Senator COLEMAN. As I listened to Mr. Huebbers talk about the
protocol that they followed in terms of backtracking, finding out
where folks were, going through the whole process, I would sus-
pect, in some of those rural hospitals, you wouldn’t have the capac-
ity.

Is this something that we should be looking at a regional ap-
proach to, to have certainly the investigatory capacity, or does it
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{1avelz? to simply fall on the shoulders of those at the grassroots
evel?

Ms. SELECKY. Quite frankly, the charge that Congress has given
to us in the States is to look at how this would work within our
States. The fact that you have said to States, you need to come up
with a plan, it needs to include all of these partners, and you are
responsible for making sure the system works inside your State, is
absolutely essential.

We have somewhere in the neighborhood of 5,000 hospitals. To
disperse the money from a central location at the Federal level to
5,000 doesn’t build the system. To hold the States responsible for
the coordination of that system is important.

Now, in Washington State and in the State of Nebraska, for ex-
ample, a regional approach was used. In some other States, in New
York, New York City clearly has its own needs that are very dif-
ferent than other parts of New York, whether it is up in Eire Coun-
ty or wherever the case is. And I think that is what has allowed
the States to do is that flexibility. Mandating a regional approach,
I am not sure that is a one-size-fits-all, but it is one that has been
encouraged for us to share those resources across boundaries.

Senator COLEMAN. When you had the example of the cargo ship
coming in, who called the shots? Who was in charge? Who had ulti-
mate authority?

Ms. SELECKY. That was clearly an interesting sorting out, be-
cause at that time, SARS was not listed as one of those diseases
over which CDC had authority to do quarantine and isolation. And
because the ship would dock in a local community, what we had
sorted out would be, as in Washington State, our rule, which we
had already updated, the local health official has the first call. The
State health official is there for back-up, and the Feds are in a ter-
tiary, and that was appropriate—but the important part is us
working together collaboratively.

We all went onto the ship. It was an incredibly learning moment,
the thought of staff going up a Jacob’s ladder from a tugboat to get
on the ship to see what was going on before we would allow them
to come to port, because we didn’t want that one little crack
through the wall, as it were, to happen. We were very fortunate,
but indeed, as what followed was the President did declare that
SARS would be one of those diseases for which you could quar-
antine and isolate, if that is what was needed.

Senator COLEMAN. Getting back to the question of who is in
charge, and we are going to have a legal expert in the next panel,
but I am kind of throwing it open to everyone here, are folks con-
fident they have got the legal authority to take tough steps if that
is called for? If we move to a quarantine situation, is there any
question about your legal capacity to do the things that you believe
as health professionals need to be done to ensure the safety of your
community? I will start with Ms. Selecky.

Ms. SELECKY. One comment I would make. I know in Wash-
ington State, we do, and it is written in certainly the law and the
rule that we have the enforcement authority to ask our local law
enforcement or our State patrol to assist us. But the actual enforce-
ment of how you get that done, I think in a society that prides
itself on individual freedoms and individual liberties, when we
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have to take collective action as government officials to protect the
public’s health, is going to be a very tough test in this country.

Senator COLEMAN. Dr. Frieden.

Dr. FRIEDEN. There is reasonable Federal guidance on this, but
it remains a State and local issue and a State and local jurisdic-
tion. In New York City, actually 10 years ago, I helped to modify
the statute for how we detain patients with infectious and poten-
tially infectious tuberculosis, when I was in charge of tuberculosis
for New York City, and we put into place a system that has been
tried, tested, and, in fact, challenged in court and upheld in court,
whereby we can both protect the public’s health and also protect
an individual’s right to due process and to an individualized deter-
mination of whether they actually need to be detained.

We had to actually use those powers in two cases so far in the
SARS outbreak, for individuals who did not wish to remain iso-
lated. And so we do have the authority to do it. We have done it.
We are also further modernizing that statute now to address a
wide variety of potential public health threats—smallpox, contact
to smallpox and other communicable diseases.

Senator COLEMAN. Is that an issue that you think there should
be a single standard for the country, or do you——

Dr. FRIEDEN. Absolutely not.

Senator COLEMAN. OK.

Dr. FRIEDEN. Absolutely not. I think it is a very important ques-
tion, Mr. Chairman. There are important differences between dif-
ferent States and different localities and the cookie-cutter approach
can actually be very damaging because the statute here has to
interact with a wide range of other statutes and resources. While
a Federal guidance and a model statute is helpful, in fact, when
you get around to implementing it in a local area, you have very
specific local jurisdictional issues that may be different.

New York City, for example, is an independent vital registration
area, independent even though it is within New York State, and so
that has a whole host of other implications, which means that the
State’s statute really has to take that into cognizance. The City has
its own Board of Health with legislative authorities.

Senator COLEMAN. Great. Thank you very much. Mr. Huebbers.

Mr. HUEBBERS. Because we have had the experience with ma-
laria, anthrax, West Nile, and SARS now, we have tested the sys-
tem and we think it works pretty well both locally and on the State
level, so we are comfortable.

Senator COLEMAN. Great. Thank you.

I want to thank the panel. You have been very helpful.

I would like to call our final panel of witnesses at this time. We
welcome Lawrence O. Gostin, the Director of the Georgetown Uni-
versity Center for Law and the Public’s Health; Dr. Bruce R. Cords,
Vice President for Environment, Food Safety and Public Health at
Ecolab in St. Paul, Minnesota; and finally, Vicki Grunseth, Chair-
man of the Metropolitan Airports Commission in Minneapolis.

I thank all of you for your attendance at today’s hearing. Wel-
come. Pursuant to Rule 6, all witnesses who testify before the Sub-
committee are required to be sworn. At this time, I would ask you
all to please stand and raise your right hand.
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Do you swear that the testimony you give before this Sub-
committee will be the truth, the whole truth, and nothing but the
truth, so help you, God?

Mr. GOSTIN. I do.

Dr. Corbs. I do.

Ms. GRUNSETH. I do.

Senator COLEMAN. Thank you very much.

As I have indicated before to the other panels, we will be using
a timing system today. One minute before the red light comes on,
you will see lights change from green to yellow, giving you an op-
portunity to conclude your remarks. While your written testimony
will be printed in the record in its entirety, as I have indicated to
the other panels, we ask you to limit your oral testimony to no
more than 5 minutes.

Mr. Gostin, we will have you go first with your testimony. Then
we will hear from Dr. Cords and finish up with Ms. Grunseth. As
with our last panel, after we have heard all the testimony, we will
proceed to questions. Mr. Gostin.

TESTIMONY OF LAWRENCE O. GOSTIN,! DIRECTOR, CENTER
FOR LAW AND THE PUBLIC’S HEALTH, GEORGETOWN UNI-
VERSITY LAW CENTER, WASHINGTON, DC

Mr. GOSTIN. Good morning, Mr. Chairman. I am Lawrence
Gostin. I am a professor of law at Georgetown University and
Johns Hopkins University and Director of the Center for Law and
the Public’s Health, which is a CDC-collaborating center.

I am going to talk about, first, antiquated laws in the United
States; second, a model State emergency public health act that we
wrote at the request of the Centers for Disease Control and Preven-
tion; third, a new model law for non-emergencies, including poten-
tially for SARS; and then fourth, if I have got time or during ques-
tions, I will talk about the public health infrastructure and the
ethics and logistics of quarantine. It is a big agenda.

The CDC and the Department of Health and Human Services, as
well as the Institute of Medicine, have all recommended reform of
antiquated public health laws, and the reason why that is true is
that most public health laws—actually, New York City is one of the
exceptions—are very antiquated. They go back to the last 19th and
early 20th Century, and as a result, they have a number of very
serious problems.

First, they may have ineffective powers, particularly for novel in-
fectious diseases. If you take the New York example, just in the
middle of the tuberculosis epidemic, they had to change their laws,
and we don’t want that to happen with SARS. We want to be pre-
pared. So many of these laws may be ineffective for basic public
health powers like reporting, testing, physical examinations, med-
ical treatment, isolation, and quarantine.

Second, these laws may be constitutionally suspect because most
of them were passed before the Supreme Court’s modern constitu-
tional era. As a result, they don’t have clear criteria for action, and
also they don’t have procedural due process or a fair hearing. This
would have potentially very serious public health consequences be-

1The prepared statement of Mr. Gostin appears in the Appendix on page 101.
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cause in the midst of an epidemic, you have to ask, is my law con-
stitutional? It may result in indecision and delays. That is part of
the reason why in some of the earlier modeling exercises, TOPOFF
I and Dark Winter, there were problems with quarantine and one
sees it with every new novel infectious disease.

And finally, these laws are inconsistent, although I do very much
agree with testimony from New York City that we do not want a
cookie-cutter approach. On the other hand, we don’t want com-
pletely inconsistent rules, so that even within a single State, they
will have different rules for different diseases, and then if you have
adjoining States, like Maryland, Virginia, and the District of Co-
lumbia, or New York, Connecticut, and New Jersey, if you are deal-
ing with an epidemic and you have completely different rules in
those States, it doesn’t make any sense because diseases, patho-
gens, cross State lines and you need some form of uniformity. But
obviously, it has to fit in with the structure of the public health
and legal system within a particular State.

I do agree that CDC, particularly Dr. Julie Gerberding, and State
and local health departments have done an excellent job in relation
to SARS, but there is a great deal of progress that needs to be
done, particularly on legal powers.

After September 11 and the anthrax outbreak, the CDC asked
the Center for Law and the Public’s Health to draft an emergency
powers act. It is called the Model State Emergency Health Powers
Act. That act has been transformed by the National Conference of
State Legislators into a checklist and most of the States have used
that checklist against their own laws. Twenty-two States and the
District of Columbia have passed the model law or a version of the
model law. That is great progress, but there are still significant
problems.

One is that many States have not passed the model law, and the
other is that the model law requires the governor to declare an
emergency, and for an undeclared potential emergency, like SARS,
you run into significant problems.

It is for that reason that the Center is currently working with
the Robert Wood Johnson Foundation and its Turning Point Initia-
tive, with a consortium of States and national experts throughout
the public health sector to draft a model public health law that
would apply to SARS and all emerging infectious diseases, basi-
cally getting our public health laws into the 21st Century. That
statute has now been sent out to a wide variety of national organi-
zations, attorneys general, public health commissioners, legisla-
tures, and others across the country for comment. It has been ongo-
ing for 2 years and it is expected to be ready for consideration by
the States by the fall legislative sessions. Again, it is not intended
as a cookie cutter. We don’t want States to simply adopt it. But we
want to make sure that they have model language they can use for
a uniform approach.

And then, finally, I just wanted to reinforce what all your other
panelists have told you about the public health infrastructure. I am
a member of the Institute of Medicine and also a member of IOM’s
Board on Health Promotion and Disease Prevention and I served
as a committee member for its report on “The Future of the
Public’s Health in the 21st Century,” which just came out recently.
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That report reiterated what CDC and others have said, which is
that public health infrastructure is, in the words of the IOM, still
in many respects, “in disarray.” They have insufficient laboratory
structures, insufficient workforce development, insufficient surveil-
lance capacity, and insufficient data systems.

And the reason for that is the United States spends more on
health than any other country in the world, but we spend less than
5 percent of all health dollars on public health, that is, population
health and prevention. We need to do better than that, and in fact,
as a result, the richest, most powerful, most wonderful country in
the world has health indicators that lag well behind most other
leading economic powers.

I will just simply conclude with a brief examination of logistics
of a mass quarantine, because one of the concerns I have is that
we are prepared for a small quarantine, but most hospitals only
have a couple of negative pressure rooms. If we have to have a
mass quarantine, the logistics of providing care, treatment, sani-
tary facilities, infection control, clothing, methods of communica-
tion, hearings are not in place, and I think it is something that we
need to do both legally and as a matter of ethics.

So thank you very much, Mr. Chairman.

Senator COLEMAN. Thank you very much, Mr. Gostin. Dr. Cords.

TESTIMONY OF BRUCE R. CORDS, PH.D.,'! VICE PRESIDENT,
ENVIRONMENT, FOOD SAFETY AND PUBLIC HEALTH,
ECOLAB INC., ST. PAUL, MINNESOTA

Dr. Corps. Thank you. Good morning, Mr. Chairman. Thank you
for the opportunity to speak to you regarding our company’s re-
sponse and challenges relating to the global SARS crisis. My name
is Bruce Cords. I am currently Vice President of Food Safety and
Public Health for Ecolab, headquartered in St. Paul, Minnesota. I
am responsible for food safety and public health technology strate-
gies across all Ecolab divisions. In this role, I have the lead tech-
nical responsibility for the company’s response to the SARS crisis.

Ecolab provides products and services in over 160 countries with
global sales of $3.4 billion in 2002. Among other things, Ecolab’s
expertise is in the practical application of disinfection and cleaning
technology to help manage and respond to exposures in the work-
place and in a wide variety of community environments. These in-
clude health care facilities, schools, lodging, restaurants, food proc-
essing facilities, military installations, and public transportation.

Our customers, worldwide, depend on Ecolab to provide advice,
products, and systems to address problems with infectious diseases
such as SARS. As the outbreak of SARS was peaking in March and
April, many international hotel chains asked for help to make sure
that they had the latest training and information to deal with the
virus. We continue to receive numerous information requests re-
garding SARS from both customers and industry officials.

We have been closely monitoring the situation via the World
Health Organization and CDC. There is still much to be learned,
and until many of the open questions have been answered, we can
only make recommendations based on the best scientific informa-

1The prepared statement of Mr. Cords appears in the Appendix on page 121.
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tion available from sources such as CDC and the World Health Or-
ganization.

As an aside, Dr. Gerberding and her staff at CDC have done an
excellent job of regularly updating the public and health officials on
the global status of outbreaks and any new information on the
virus and its epidemiology.

Initially, experts believed that the virus would survive for only
a few hours on environmental surfaces. More recent information
from the Chinese University of Hong Kong suggests that the virus
may survive for days on environmental surfaces. Some examples
include plastered walls, 24 to 36 hours; plastic surface, 36 to 72
hours; on stainless steel for 36 to 72 hours; and even on a paper
file cover for 24 to 36 hours. This possibility of extended survival,
places more importance on cleaning and disinfection of potentially
contaminated surfaces.

Some of the examples of questions we are receiving include: If we
suspect the hotel room has been occupied by a SARS-infected per-
son, what cleaning and disinfection procedures should be followed?
What hand care products and procedures are effective against the
SARS virus? How do you inactivate SARS on carpet and uphol-
stery? What are recommended cleaning and disinfection procedures
for an airplane that has arrived from a country with active SARS
infections?

As you may know, the EPA has not approved any commercial
products for claims against the SARS virus. Consequently, we and
other companies have followed the general recommendations pro-
vided by the CDC to prevent the spread of the disease. The CDC
specifically recommends, (1) aggressive hand washing and the use
of an alcohol gel hand sanitizer containing 60 to 95 percent dena-
tured ethanol or isopropanol; (2) disinfection of environmental sur-
faces such as faucets, hand rails, restrooms, elevators, and other
surfaces touched by multiple individuals with an EPA-registered
hospital disinfectant; and (3) use of gloves and respirators for peo-
ple in direct contact with potentially infected persons or environ-
ments.

We have provided our customers with this information through
direct contact with our district sales managers, our technical sup-
port staff, and have also made the information available on our
public website, ecolab.com. The information provided includes gen-
eral information on how the virus may be spread, Ecolab hand care
and disinfection products which are consistent with CDC rec-
ommendations, and specific decontamination procedures for institu-
tional settings.

I want to emphasize that simply identifying products does not
provide the user with the “how to” guidance they need. For exam-
ple, in response to the earlier question, “if we suspect a hotel room
has been occupied by a SARS patient, how do I clean it?”, we give
them specific information such as: (1) the personnel cleaning the
room should wear a surgical mask and rubber gloves; and (2) clean-
ing personnel should clean frequently-touched surfaces, disinfect,
such as light and air control switches, faucets, toilet flush levers,
doorknobs, TV and radio controls. There are many items that may
be missed without specific instruction. They also ask questions
about laundry. We recommend that the laundry be segregated and
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heated to a temperature adequate for virus inactivation. So we ba-
sically give them specific procedures on the “how to use.” We do not
simply sell them the product and say, “Go to it.” We give them the
actual procedures.

As mentioned earlier, no commercial products carry a claim of ef-
ficacy against this virus. Today, the CDC recommendations are
based on extrapolation of data to other related viruses. Ultimately,
products must be tested against the virus and products which carry
an efficacy claim against this virus would provide the highest de-
gree of confidence and performance.

For this to occur, a reliable method for enumeration of the virus
must be developed. It is my understanding the CDC is working in
this area at the present time. The EPA must then approve a pro-
tocol for testing commercial products against the virus or a surro-
gate. During the recent foot-and-mouth disease threat and anthrax
incident, Ecolab worked closely with EPA to expedite product ap-
provals. Likewise, we look forward to EPA working to expedite ap-
provals for products effective against SARS so that these products
are available should the virus reappear in the United States.

In summary, based on the latest scientific information, and work-
ing with appropriate government authorities, Ecolab will continue
to provide our global customers with information on products and
best practices to prevent the spread of this disease. Thank you for
your attention.

S}fnator CoLEMAN. Thank you very much, Dr. Cords. Ms. Grun-
seth.

TESTIMONY OF VICKI GRUNSETH,' CHAIR, METROPOLITAN
AIRPORTS COMMISSION, MINNEAPOLIS, MINNESOTA

Ms. GRUNSETH. Thank you, Mr. Chairman. I am Vicki Grunseth,
Chair of the Metropolitan Airports Commission in Minneapolis.
The Commission operates Minneapolis-St. Paul International Air-
port, MSP, and six reliever airports in the seven-county region of
the Twin Cities.

MSP is the eighth busiest airport in the United States and the
12th busiest in the world. In the year 2000, 37 million passengers
went through MSP. We annually have 500,000 operations. I want
to thank you for the opportunity to appear today on behalf of the
aviation industry.

SARS is obviously a major concern for airports. The airport is
like an artery through which people and things pass into the heart
of our country. Most of the things that flow through the artery are
good. Many, in fact, are critical to our economic strength. But
threatening things can flow into middle America through the air-
port artery, too, including potentially life-threatening viruses like
SARS. If we don’t act swiftly to stop them or contain them, they
can wreak havoc in the heartland and throughout our Nation.

Stopping SARS is important to us first and foremost from a pub-
lic health consideration, but it is also important to us from an eco-
nomic standpoint. We need to ensure the traveling public has the
information they need to feel safe while flying. I want to speak for
a few minutes about the Metropolitan Airport Commission’s role in

1The prepared statement of Ms. Grunseth appears in the Appendix on page 125.
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responding to SARS. Next, I want to highlight the airlines’ efforts
to combat the spread of the disease. And finally, I want to address
the assistance the collective aviation community has received from
the Federal Government.

In many respects, MSP operates like a municipality. We have our
own 911 communications department, and our own fire depart-
ment, our own police department. Each of our fire fighters is a
trained emergency medical technician. Typically, they are the first
responders to an emergency at the airport.

Consider the population of people potentially threatened by
SARS at our airport. On average, 100,000 passengers travel
through Minneapolis-St. Paul every day. That doesn’t count their
colleagues, their friends, their family that drop them off or pick
them up. There are thousands of people who work at the airport,
17,000 airline employees, 3,500 food and retail workers, 2,200
ground transportation providers, 1,400 Federal agency staff and
540 Airport Commission employees. Clearly, the potential for the
spread of infection is enormous if we don’t respond effectively to
diseases like SARS.

We have a physician on contract to the Metropolitan Airports
Commission who reviews airline plans for responding to SARS.
Northwest Airlines, which accounts for 80 percent of the operations
at MSP, includes service to Asia. Northwest screens passengers at
ticketing and boarding areas in affected areas, such as Hong Kong,
China, Singapore, and Taiwan, and I should add Toronto. Airline
representatives ask passengers whether they have experienced
SARS-like symptoms and whether they have been in contact with
infected persons during the last 10 days. If travelers have, they are
referred to a medical facility to be assessed for their suitability to
fly.

If anyone exhibits SARS-like symptoms during the flight, they
are isolated from other passengers as much as is possible. It is im-
portant to note that not a single case of SARS has been trans-
mitted on airline flights since the World Health Organization rec-
ommended in late March that passengers from affected nations be
screened. The World Health Organization’s leadership, together
with swift Federal action and cooperation from the aviation com-
munity, has effectively minimized the potential transmission of
SARS on aircraft.

Working with international health officials, the Federal Govern-
ment provided valuable resources to airlines like Northwest and
airports like MSP to prepare for and to respond to suspected SARS
incidents. First, we benefit from the Centers for Disease Control
and Prevention. Like most Americans, we first heard of SARS from
the news media. Within days, though, we had access to reliable,
science-based information from the CDC. The CDC website, in par-
ticular, serves as a clearinghouse for reliable SARS-related infor-
mation. The site specifically addresses information regarding SARS
and air travel. It advises travelers and provides information that
enables airports to develop a higher awareness of the disease and
its potential threat.

We also found very useful the information from the World Health
Organization which was communicated to us through the Transpor-
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tation Security Administration and through our trade association,
Airports Council International-North America.

The second and perhaps most important resource is the Federal
staff assigned to our airport to specifically respond to the SARS
threat. On April 16, the CDC assigned a staff member to MSP as
a central resource for SARS information and planning. The CDC
has maintained staff at MSP on a rotating basis since that time,
and our understanding is they will remain there for the duration
of the crisis. Their presence has been pivotal to our SARS response.
In addition, they provide round-the-clock phone support from a
quarantine supervisor in Chicago.

The process has worked very well. As you may know, we had an
infant arrive from Beijing at MSP who exhibited SARS symptoms
and we were able to deal effectively with that child and passengers
on the plan. We were prepared, we operated in a coordinated fash-
ion][;1 and we took the steps necessary to safeguard the traveling
public.

The Metropolitan Airports Commission is very grateful to the as-
sistance provided by the CDC. Federal interaction and coordination
is the key to our ability to respond effectively. We don’t know what
is going to flow into the airport artery, but whenever possible, we
want to stop harmful things from flowing out of it.

Thank you for the opportunity to address you today. I will be
pleased to answer any questions.

Senator COLEMAN. Thank you, Ms. Grunseth.

I will kind of work in reverse order. I was going to ask a question
about whether the Airport Commission has an epidemiologist as
part of your staff. I take it that CDC helps fill that role?

Ms. GRUNSETH. We don’t. We have a physician that we contract
with to provide information, but the CDC is now providing that in-
formation on site.

Senator COLEMAN. Do you see a need for a specific agreed-upon
protocol for handling these cases or is it sufficient simply to rely
upon that relationship with CDC as to how best to proceed?

Ms. GRUNSETH. I think in this case, our first information came
by some action taken by the Airports Council, which is our trade
association, and they worked in conjunction with the CDC to get
accurate information out to the airports.

Senator COLEMAN. Northwest is, in effect, a tenant of your com-
munity.

Ms. GRUNSETH. Right.

Senator COLEMAN. They, as I understand it, are doing the
screening. Is that screening protocol something that is discussed
with the Airports Commission? Do you have any input in that?
How do you, again, assuming they have got a big stake in making
sure that there is safety, but is that something that they work with
you in terms of quality and the completeness?

Ms. GRUNSETH. They have their own direct relationship with the
CDC and then, in addition, with Dr. Jetzer, who serves as our Air-
ports Commission consultant liaison to the airlines. I think it is
kind of a triumvirate that exists.

Senator COLEMAN. Great. Thank you.

I have to say generally, and I am going to say it again, I am ac-
tually very pleased to hear the very positive statements about CDC
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and what they are able to provide. Clearly, there are some resource
issues, capacity issues, and a whole range of issues that a number
of witnesses have talked about, but I must say, I began this hear-
ing with some trepidation about our capacity to respond, where we
were going in the future with this and other similar circumstances
that we are bound to face, as Dr. Osterholm laid out. But I cer-
tainly leave with a much better sense of what the CDC is doing in
coordination with folks at the local level. So I think that message
has been delivered.

Dr. Cords, talk to me a little bit about the private sector-public
sector interaction in terms of research. What is it that—you talked
about the amount of time that this virus may be alive, may be ac-
tive, and you indicated that is changing, that the perception of that
is changing. How closely is the private side able to interact with
CDC to get the information that you need?

Dr. CorDs. Their website is fairly complete, plus we have con-
tacts that we talk to on a regular basis. So we are up to date on
everything that they are doing. One of the things before we can do
a whole lot more research on disinfectants and which ones are
more effective or less effective than others is an enumeration meth-
od. We have to be able to count the virus or to determine effective-
ness of products.

One of the things we are doing now is recommending the use of
hospital-level disinfectants, which have a little bit more strength
than a general disinfectant you would have in your home. Some of
those products have claims, and have been tested, against related
viruses of the corona family. But none have ever been tested
against this specific virus and I think that needs to be done. We
know it is different than the common cold corona virus. We have
seen that, in terms of its infectivity and its effect on humans. But
does that mean that it could be a little bit different in terms of its
resistance to disinfectants? We don’t know that and I think we
need to find that out pretty fast.

Senator COLEMAN. Who does the testing?

Dr. Corps. There aren’t very many labs set up to do it now, and
I would imagine the first screening tests for that would be done by
CDC. Then there are a few labs that would have the proper level
of containment to handle this type of testing. I am not sure how
widely we are going to distribute this kind of a virus. It may be
better to compare it to a virus and then have a surrogate that is
actually the test organism or the test virus.

Senator COLEMAN. Who would make that decision?

Dr. Corps. CDC and EPA.

Senator COLEMAN. Is there any role for universities in this?

Dr. Corps. There may be a role for universities. I doubt that
very many would have that level of a containment facility.

Senator COLEMAN. You talk about, in your testimony, you talked
about EPA approving a protocol and the importance of moving
quickly, and this may be a question for Dr. Gostin, but how expedi-
tious 1s the process today? Does there need to be some change, ei-
ther statutorily or administratively, to accelerate the approval
process?

Dr. Corps. I think if the EPA acts as they did during the an-
thrax threat we will have rapid crisis exemption to certain products
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that had been tested against either anthrax itself or had been test-
ed against surrogates. Even though people didn’t have them on
their label, they basically gave us a crisis exemption. So in that
case, they moved quite rapidly.

Senator COLEMAN. And Dr. Gostin, just from your knowledge of
the EPA approval process, are we in good shape, structurally good
shape today with the process that allows us to move very quickly
to deal with the threats of SARS or SARS-like conditions?

Mr. GosTIN. Yes. I think the Federal agencies, the regulatory
agencies like EPA and FDA have done a lot better. They have
learned their lessons from past epidemics and I think they are
moving much more quickly.

Senator COLEMAN. You indicated that 22 States have model laws
that certainly go beyond the antiquated systems we have before. By
calculation, that leaves 28——

Mr. GosTiIN. That is right.

Senator COLEMAN [continuing] Way over half that don’t. What
has to be done to accelerate the pace at which those other 28
States deal with their quarantine and public health laws?

Mr. GosTIN. It is highly controversial because you have—ideas of
quarantine and compulsory testing and screening and the like raise
a number of civil liberties issues. What we need to do is try to get
the message across that actually these modern laws need to be and
actually are, in terms of our model law, very attentive to constitu-
tional rights, and so that you want to try to have it both ways. You
want to have strong, decisive modern laws that are also protective
of civil liberties. I think if we can start to get that leadership at
the Federal and State level there, then we will do a better job in
getting people to try to enact these statutes.

Senator COLEMAN. Who should be carrying the ball on that? Is
it States’ attorneys general or the National Attorneys General As-
sociation? Is there a role for Congress?

Mr. GosTIN. Well, we are working certainly with the Federal
Government, with CDC and the Department of Health and Human
Services who have urged it, and at the State level, we are working
with the National Association of Attorneys General, the Association
of State and Territorial Health Officers, NASHO, National Con-
ference of State Legislatures, all of the right people.

Certainly, leadership in Congress would be very helpful to under-
score this, and it would even be possible, if one wanted to go this
way, to have as a condition of funding for a number of public
health activities to make sure that States do have modern, effective
public health laws.

Senator COLEMAN. That is a very helpful suggestion.

Kind of concluding with one open to all three of you, do you think
the public has a good sense of what the threat is and how we are
handling it? Do you think the general average citizen out there is
comfortable with what airports are doing, what the private side is
doing, what the legal situation is? Ms. Grunseth.

Ms. GRUNSETH. I think the theme I heard this morning and that
you hear all the time is information is a good thing and people, if
they can inform themselves, they are not afraid of what they know.
They are afraid of what they don’t know, and contrast that with
the situation in China, which was, I think, the exact opposite. If
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we can watch combat operation in Iraq 24 hours a day, we can
probably handle more information about things like infectious dis-
eases.

Senator COLEMAN. Dr. Cords, from the business community, the
hotel patrons, etc., do you think they have a level of comfort in
t}elrn;s of the information that is out there and ability to deal with
this?

Dr. Corps. I think they have a level of comfort with what is
available to deal with it today. I don’t think they appreciate, as
Mike Osterholm said this morning, that we could be looking at a
second wave. I think there is a bit of a relaxation going on right
now and I am not sure that people are anticipating a second wave
of the virus.

Senator COLEMAN. Thank you. Mr. Gostin, any final comments?

Mr. GosTIN. I think that we have done a much better job than
we did with anthrax, where we had problems of communication,
and I think the Federal leadership and the State leadership is
much better and people have a better idea of risk perception.

But my big worry, it is a worry about the public and also a worry
about political leadership, is that we tend to look at silos. It is bio-
terrorism, it is SARS, it is the next disease. What we really need
to do in America is to make sure that we have a generally strong
public health infrastructure. We have neglected not only the law
but the infrastructure of public health for more than a century and
now what we have to do is stop the silo funding and more general-
ized funding and capacity level at the State and local level.

Eenator COLEMAN. That message is certainly being heard here
today.

Due to time constraints, the Subcommittee was unable to invite
all of the parties affected by this issue to present oral testimony.
This week, we have received written statements from the American
Public Health Association and Discovery Labs, Inc. Without objec-
tion, these statements will be included in the record.

I want to thank all our panel members for being here today. I
have a closing statement. I will simply enter that into the record.
I will note that I am encouraged by what we have accomplished.
I am still deeply concerned about what the future may hold.

This hearing is adjourned.

[Whereupon, at 11:51 a.m., the Subcommittee was adjourned.]
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Good morning, Mr. Chairman and Members of the Committee. | am Dr, Julie L.
Gerberding, Director, Centers for Disease Control and Prevention (CDC). Thank you
for the invitation to participate today in this timely hearing on & critical public health
issue: severe acute respiratory syndrome (SARS). | will update you on the status of the
spread of this emerging global microbial threat and on CDC’s response with the World

Health Organization (WHO) and other domestic and international pariners.

As we have seen recently, infectious diseases are a continuing threat to our nation’s
health. Although some diseases have been conquered by modern advances, such as
antibiotics and vaccines, new ones are constantly emerging, such as Nipah virus, West
Nile Virus, vancomycin-resistant Staphylococcus aureus (VRSA), and hantavirus
pulmonary syndrome. SARS is the most recent reminder that we must always be
prepared for the unexpected. SARS also highlights that U.S. health and global health
are inextricably linked and that fulfiling CDC’s domestic mission—to protect the health of
the U.S. population—requires global awareness and collaboration with domestic and

international partners fo prevent the emergence and spread of infectious diseases.

Emergence of SARS

In February, the Chinese Ministry of Health notified WHO that 305 cases of acute
respiratory syndrome of unknown etiology had occurred in Guangdong province in
southern China since November 2002. In February 2003, a man who had traveled in
mainland China and Hong Kong became il with a respiratory illness and was
hospitalized shortly after arriving in Hanoi, Vietnam. Health-care providers at the
hospital in Hanol subsequently developed a similar iliness. During late February, an
outbreak of a similar respiratory illness was reported in Hong Kong among workers at a

hospital; this cluster of illnesses was linked to a patient who had traveled previously to

TDC Response to SARS May 21, 2003
Senate Governmental Affairs Permanent Subcemmittes on Investigations Page 1
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southern China. On March 12, WHO issued a global alert about the outbreak and
instituted worldwide surveillance for this syndrome, characterized by fever and

respiratory symptoms.

Since late February, CDC has been supporting WHO in the investigation of a multi-
country outbreak of unexplained atypical pneumonia now referred to as severe acute
respiratory syndrome (SARS). On Friday, March 14, CDC activated its Emergency
Operations Center (EOC) in response to reports of increasing numbers of cases of
SARS in several countries. On Saturday, March 15, CDC issued an interim guidance
for state and local health depariments to initiate enhanced domestic surveillance for
SARS; a health alert to hospitals and clinicians about SARS; and a travel advisory
suggesting that persons considering nonessential travel to Hong Kong, Guangdong, or
Hanoi consider postponing their travel. HHS Secretary Tommy Thompson and |

conducted a telebriefing to inform the media about SARS developments.

CDC's interim surveillance case definition for SARS has been updated to include
laboratory criteria for evidence of infection with the SARS-associated coronavirus As of
May 19, 2003, a total of 7,864 probable cases of SARS have been reported to WHO,
and 643 of these persons have died. In the United States, there have been 87 probable
SARS cases reported, of which 6 are SARS CoV confirmed, and none have died. In
addition, 286 suspect cases of SARS have been reported and are being followed by

state and local health departments.

CDC Response to SARS
CDC continues to work with WHO and other national and international partners to

investigate this ongoing emerging global microbial threat. We appreciate the continued

CBC Response to SARS May 21, 2003
Senate Goven 1 Affairs Per Sub ittee on Investigations Page 2
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support of Congress in our efforts to enhance our nation’s capacity to detect and
respond to emerging disease threats. The recent supplemental appropriation of $16
million to address the SARS outbreak will aid our identification and response efforts.
SARS presents a major challenge, but it also serves as an excellent illustration of the
intense spirit of collaboration among the global scientific community to combat a global

epidemic.

CDC is participating on teams assisting in the investigation in Canada, mainfand China,
Hong Kong, the Philippines, Singapore, Taiwan, Thailand, and Vietnam and at WHO
headquarters in Geneva. In the United States, we are conducting active surveillance
and implementing preventive measures, working with numerous clinical and public
health partners at state and local levels. As part of the WHO-led internaticnal response
thus far, CDC has deployed approximately 50 scientists and other public health
professionals internationally and has assigned over 500 staff in Attanta and around the

United States to work on the SARS investigation.

CDC has organized SARS work teams to manage various aspects of the investigation,
including providing domestic and international assistance and developing evolving
guidance documents. These work teams have issued interim guidance regarding
surveillance and reporting; diagnosis; infection control; exposure management in health-
care setlings, the workplace, and schools; biosafety and clean up; specimen handling,
collection, and shipment; travel advisories and health alerts; and information for U.S.
citizens living abroad and for international adoptions. We have updated our travel
advisories and alerts for persons considering travel to affected areas of the world. We
have distributed more than 1 million health alert notice cards to airline passengers

entering the United States from mainland China, Hong Kong, Singapore, Taiwan,

CDC Response fo SARS May 21, 2003
Senate Governmental Affairs Per ittee on Investigafi Page3
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Vietnam, and Toronto, Ontario, Canada, alerting them that they may have been
exposed to SARS, should monitor their health for 10 days, and if they develop fever or
respiratory symptoms, they should contact a physician. We also continue to distribute

health alert notices at selected sites along the U.S.-Canada border.

WHO is coordinating frequent, regular communication between CDC laboratory
scientists and scientists from laboratories in Asia, Europe, and elsewhere to share
findings, which they are posting on a secure Internet site so that they can all learn from
each other's work. They are exchanging reagents and sharing specimens and tissues

to conduct additional testing.

On April 14, 2003, CDC announced that our laboratorians have sequenced the genome
for the coronavirus believed to be the cause of SARS. Sequence information provided
by collaborators at National Microbiology Laboratory, Canada, University of California at
San Francisco, Erasmus University, Rotterdam and Bernhard-Nocht Institute, Hamburg
facilitated this sequencing efforf. The sequence data confirm that the SARS
coronavirus is a previously unrecognized coronavirus, The availability of the sequence
data will have an immediate impact on efforts to develop new and rapid diagnostic tests,
antiviral agents and vaccines. This sequence information will also facilitate studies to
explore the pathogenesis of this new coronavirus. We are also developing and refining
laboratory testing methods for this novel coronavirus, which will allow us to more
precisely characterize the epidemiology and clinical spectrum of the epidemic. These
discoveries reflect significant and unprecedented achievements in science, technology,

and international collaboration.

TDC Response to SARS May 21, 2003
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in order to better understand the natural history of SARS, CDC is investigating aspects
of the epidemiologic and clinical manifestations of the disease. In collaboration with our
partners, we have implemented or planned investigations to describe the spectrum of
the illness, to assess the natural history of the disease, to estimate the risks of infection,
and to identify risk factors for transmission. These investigations are being conducted

in conceft with ongoing surveillance and epidemiologic efforts.

Rapid and accurate communications are crucial to ensure a prompt and coordinated
response to any infectious disease outbreak. Thus, strengthening communication
among clinicians, emergency rooms, infection control practitioners, hospitals,
pharmaceutical companies, and public health personnel has been of paramount
importance to CDC for some time. CDC has had multiple teleconferences with state
health and laboratory officials to provide them the latest information on SARS spread,
implementation of enhanced surveillance, and infection control guidelines and to solicit
their input in the development of these measures and processes. WHO has sponsored,
with CDC support, a clinical video conference broadcast globally to discuss the latest
findings of the outbreak and prevention of transmission in healthcare settings. The
faculty was comprised of representatives from WHO, CDC, and several affected
countries who reported their experiences with SARS. The video cast is now available
on-line for download. Secretary Thompson and |, as well as other senior scientists and
leading experts at CDC, have held numerous media telebriefings to provide updated
information on SARS cases, laboratory and surveillance findings, and prevention
measures. CDC is keeping its website current, with multiple postings daily providing

clinical guidelines, prevention recommendations, and information for the public.

CDC Response te SARS May 21, 2003
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Last week, CDC called for businesses and universities fo continue plans for meetings
and events—including college graduations—that involve travelers from areas affected by
SARS. CDC issued new guidance aimed at assisting businesses, universities, and other
organizations that have employees from affected countries or that expect to host visitors
from affected countries. CDC’s Interim Guidance for Businesses and Other
Organizations with Employees Returning from Areas with SARS can be found at

http:/iwww.cde.gov/ncidod/sars/business guidelines.him. CDC's Interim Guidance for

Institutions or Organizations Hosting Persons Coming to the United States from Areas

with SARS can be found at hitp://www.cdc.gov/ncidod/sars/hostingarrivals. htm.

Prevention Measures

Currently, CDC is recommending that persons postpone non-essential travel to
mainland China, Hong Kong, and Taiwan. We are recommending that U.S. travelers fo
Toronto, Canada, and Singapore observe precautions to safeguard their health,
including avoiding settings where SARS is most likely to be transmitted, such as health
care facilities caring for SARS patients. Persons planning travel to Toronto or
Singapore should be aware of the current SARS outbreak, stay informed daily about
SARS, and follow recommended travel advisories and infection control guidance, which

are available on CDC’s website at www.cdc.gov/ncid/sars.

Persons who have traveled to affected areas and experience fever or respiratory
symptoms suggestive of SARS should use recommended infection control precautions
and contact a physician. They should inform their healthcare provider about their
symptoms in advance so any necessary arrangements can be made to prevent
potential fransmission to others. Health care facilities and other institutional settings

should implement infection control guidelines that are available on CDC’s website.

CDC Response to SARS May 21, 2003
Senate Goven tal Affairs Per Sub ittee on Envestigati Page 6




54

We know that individuals with SARS can be very infectious during the symptomatic
phase of the iliness. However, we do not know how long the period of contagion lasts
once they recover from the iliness, and we do not know whether or not they can spread
the virus before they experience symptoms. The information to date suggests that the
period of contagion may begin with the onset of the very earliest symptoms of a viral
infection, so our guidance is based on this assumption. SARS patients who are either
being cared for in'the home or who have been released from the hospital or other health
care settings and are residing at home should limit their activities to the home. They
should not go to work, school, or other public places until ten days after their fever has

resolved and respiratory symptoms are absent or improving.

If a SARS patient is coughing or sneezing, he should use common-sense precautions
such as covering his mouth with a tissue, and, if possible and medically appropriate,
wearing a surgical mask to reduce the possibility of droplet transmission to others in the
household. ltis very important for SARS patients and those who come in contact with
them to use good hand hygiene: washing hands with soap and water or using an

alcohol-based hand rub frequently and after any contact with body fluids.

For people who are living in a home with SARS patients, and who are otherwise well,
there is no reason to limit activities currently. The experience in the United States has
not demonstrated spread of SARS from household contacts into the community.
Contacts with SARS patients must be alert to the earliest symptom of a respiratory
illness, including fatigus, headache or fever, and the beginnings of an upper respiratory
tract infection, and they should contact a medical provider if they experience any

symptoms.

CDC Response to SARS May 27,2003
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CDC and State Activities

CDC is working with the states to determine priority needs related to the SARS
outbreak. Currently, CDC is working to determine the amount of funding from the $16
million supplemental that will be available to states, and how that funding will be divided
among states. CDC expects to award funds via the Epidemiology and Laboratory
Capacity for Infectious Diseases (ELC) program cooperative agreement. Eligible state
and local health departments should be announced soon and proposals solicited from

them by the end of May.

CDC has made enzyme immunoassay (EIA) reagents for SARS-associated coronavirus
available to state public health laboratories. These EIA reagents look for antibodies to
SARS-associated coronavirus. As of May 14, CDC had shipped EIA reagents fo 40

state public health laboratories.

CDC staff are working with the Association of State and Territorial Health Officials
{ASTHO}) and the National Association of County and City Health Officials (NACCHO) to
develop contingency plans for a large scale SARS outbreak in the U.S. should this
happen. On May 20, CDC will host a satellite broadcast entitied Public Health
Community Preparedness for SARS. To contain the spread of a contagious iliness,
public health authorities rely on many strategies. This broadcast will provide information
to state and local health department personnel and other stakeholders on two

strategies, isolation and quarantine, that are used to control SARS.

Emerging Global Microbial Threats
Since 1884, CDC has been engaged in a nationwide effort fo revitalize national capacity

to protect the public from infectious diseases. Progress continues to be made in the

CDC Response to SARS May 21, 2003
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areas of disease surveillance and outbreak response; applied research; prevention and
control; and infrastructure-building and training. However, SARS provides striking
evidence that a disease that emerges or reemerges anywhere in the world can spread
far and wide. It is not possible to adequately protect the health of our nation without

addressing infectious disease problems that are occurring elsewhere in the world.

Last month, the Institute of Medicine (IGM) published a report describing the spectrum
of microbial threats to national and global health, factors affecting their emergence or
resurgence, and measures needed to address them effectively. The report, Microbial
Threats to Health: Emergence, Detection, and Response, serves as a successor o the
1892 landmark 1OM report Emerging Infections: Microbial Threats to Health in the
United States, which provided a wake-up call on the risk of infectious diseases to
national security and the need to rebuild the nation’s public health infrastructure. The
recommendations in the 1992 report have served as a framework for CDC'’s infectious
disease programs for the last decade, both with respect to its goals and targeted issues
and populations. Although much progress has been made, especially in the areas of
strengthened surveillance and laboratory capacity, much remains to be done. The new
report cleary indicates the need for increased capacity of the United States o detect
and respond to national and global microbial threats, both naturally occurring and
intentionally inflicted, and provides recommendations for specific public health actions to
meet these needs. The emergence of SARS, a previously unrecognized microbial
threat, has provided a strong reminder of the threat posed by emerging infectious

diseases.

CDC Response to SARS May 21, 2003
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Conclusion

The SARS experience reinforces the need to strengthen global surveillance, to have
prompt reporting, and to have this reporting linked to adequate and sophisticated
diagnostic laboratory capacity. It underscores the need for strong global public health
systems, robust health service infrastructures, and expertise that can be mobiiized
quickly across national boundaries o mirror disease movements. As CDC carries out
its plans 1o strengthen the nation’s public health infrastructure, we will collaborate with
state and local health departments, academic centers and other federal agencies,
health care providers and health care networks, international organizations, and other
partners. We have made substantial progress to date in enhancing the nation's
capability fo detect and respond to an infectious disease outbreak; however, the
emergence of SARS has reminded us yet again that we must not become complacent.
We must continue to strengthen the public hesalth systems and improve linkages with
domestic and global colleagues. Priorities include strengthened public health laboratory
capacity; increased surveillance and outbreak investigation capacity; education and
training for clinical and public health professionals at the federal, state, and local levels;
and communication of health information and prevention strategies to the public. A
strong and flexible public health infrastructure is the best defense against any disease

outbreak.

Thank you very much for your attention. | will be happy to answer any questions you

may have.

CDC Response to SARS May 21, 2003
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Mr. Chairman and Members of the Committee, thank you for the opportunity fo discuss
how the National Instifutes of Health (NIH) is responding to the global outbreak of
Severe Acute Respiratory Syndrome, or SARS. | am pleased to appear today with my
colleagues from our sister agencies, within the Department of Health and Human
Services. As of May 14, 2003, 7,628 cases of SARS have been reported across the
globe, with 64 probable cases identified in the United States; there have been no
deaths from SARS thus far reported in the United States. The relatively low number of
probable cases reported in the United States is likely the result of early diagnoses and
effective public health measures put in place by the CDC and state and local health

authorities to contain the imported SARS cases and prevent secondary transmissions.

While travel alerts and advisories and recommended infection control measures can
help slow the progression of the SARS epidemic, these alone are not long-term
solutions to this new and unpredictable disease. Instead, we must develop safe and
effective treatments and vaccines that can protect the American people. The SARS
epidemic is still evolving and it is unclear whether the incidence of the diseases will

decline, plateau or accelerate. Therefore we must be prepared for any eventuality.

Like HIV/AIDS, Ebola and West Nile virus, SARS reminds us that emerging and
reemerging infectious diseases are constant threats to national and international public
health. Dr. Gerberding and her CDC team, together with the World Health Organization
{(WHO) and others, have done an outstanding job in identifying and tracking the SARS
epidemic, illuminating the clinical features and etiology of the disease, and providing the

world with information about the epidemic in real time.

Complementing the efforts of the CDC and WHO, the National Institute of Allergy and
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infectious Diseases (NIAID), a component of NIH, has a significant role in the efforts
against SARS, notably in diagnostics, therapeutics and vaccine development, drug
screening, and clinical research. As has been the case with other emerging infectious
diseases, we anticipate that the strong NIAID research base in disciplines such as
microbiology, immunology and infectious diseases will facilitate the development of new

interventions 1o help counter SARS.

The CDC and WHO have accumulated evidence, which we now believe is close to
definitive, that SARS is caused by a novel coronavirus that may have crossed species
from an animal to humans, although this latter point has certainly not been proven.
This hypothesis is based on the detection and isolation of coronaviruses from unrelated
SARS patients from different countries and on the finding that SARS patients mount an
immunological response to coronavirus as they proceed from the acute iliness to the
recovery or convalescent stage. Furthermore, data from the Netherlands show that
non-human primates infected with this coronavirus develop a SARS-like disease,
suggesting that this virus is the cause of SARS. Although some guestions remain, the
strong evidence for a causative role for a coronavirus has prompted the ongoing

development of diagnostic tools, therapies, and vaccines that target coronaviruses.

Coronaviruses are best known as one of the causes of the common cold, a benign
condition that very rarely results in life-threatening disease. The coronavirus associated
with SARS is a type of coronavirus, possibly of animal origin, that has not been

previously identified.

NIAID Research on SARS

NIAID maintains a longstanding commitment to conducting and supporting research on

NIH’s Response to the Global Outbreak of SARS May 21, 2003
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emerging infectious diseases, such as SARS, with the goal of improving global health.
In carrying out its global health research mission, the Institute supports a myriad of
activities, including intramural and extramural research and collaborations with

international agencies and organizations.

Since the earliest indications that we were dealing with a new disease, very likely
caused by a newly recognized virus, the NIAID has marshaled its resources to rapidly
initiate the development of diagnostics, therapeutics, and vaccines against SARS.
NIAID has assembled a multi-disciplinary working group to develop a broad-based
program that addresses the research needed fo combat SARS. Key intramural
laboratories have begun to pursue a range of research strategies to develop a SARS
vaccine as well as therapeutics, including immune-based therapies, and our extramural
programs are poised to help as well. We also have initiated and expanded
collaborations with our colleagues in other federal agencies, academia, and private
industry. In addition, NIAID recently released three “Sources Sought” announcements,
a special mechanism to rapidly identify contractors who can develop treatment

strategies, vaccines, and antibody preparations to address SARS.

On May 30, 2003, NIAID will host a scientific workshop at the NIH campus in Bethesda,
Maryland, to address SARS research needs. The workshop will feature international
experts in the fields of coronavirus biclogy, vaccine development, antiviral drug
development, laboratory diagnosis, SARS epidemiology, etiology, and clinical
management. The purpose of this meeting is to identify the scientific, technical, and
other challenges that must be addressed to develop vaccines, antiviral therapeutics,

and other interventions in response to SARS.

NIHs Response to the Global Oufbreak of SARS May 21, 2003
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Surveillance and Epidemiology

NIAID supports a long-standing program for the surveillance of influenza viruses in
Hong Kong, led by Dr. Robert Webster of St. Jude’s Children’s Research Hospital in
Memphis. Dr. Webster and his team in Hong Kong have collaborated with WHO, CDC,
and others in helping to illuminate the SARS outbreaks in Asia. At the request of WHO,
NIAID assigned a staff epidemiologist to provide technical assistance during the early
stages of the epidemic. In addition to global surveillance activities, NIAID will support
epidemiological studies of populations at potentially greater risk for SARS, including

individuals with HIVIAIDS.

Diagnostics Research

As Dr. Gerberding has indicated, the CDC already has made significant progress in
developing diagnostic tests for SARS. As part of these efforts, NIAID-sponsored
researchers in Hong Kong also devised a diagnostic test based on polymerase chain
reaction (PCR) technology as well as a diagnostic tool using the immunofluorescence
assay technique. In other research, the NIAID-funded Respiratory Pathogens
Research Unit (RPRU) at Baylor College of Medicine has developed methods to detect
known human coronaviruses using cell culture and molecular diagnostic tools and can
also assess the host immune response to known coronavirus infections, During this
calendar year, NIAID will expand this capacity for research on emerging acute viral
respiratory diseases. Also, NIAID is using existing funding mechanisms, such as the
contract with St. Jude’s Hospital, to help support the development of other sophisticated

diagnostic tools.

it is anticipated that a sensitive and specific diagnostic test for SARS may be available

within six to 12 months. Within one to three years, it may be possible to develop a
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rapid, accessible easy-to-use test for SARS that could be widely deployed in diverse

healthcare settings.

Vaccine Research

As the SARS epidemic continues, it will be necessary to consider a broad spectrum of
vaccine approaches. NIAID is supporting the rapid development of vaccines to prevent
SARS through both our extramural and intramural programs, including the NIAID
Vaccine Research Center on the NIH campus. NIAID scientists have received samples
of the SARS coronavirus from CDC and have already successfully grown the virus in
cell culture, a first step towards developing a vaccine. Initial efforts have focused on
the development of an inactivated (or killed) virus vaccine. As more knowledge about
SARS becomes available, other types of vaccine candidates will soon follow, including
novel approaches such as vector-based and recombinant vaccines, DNA-based

vaccines, and live-attenuated vaccines.

Fortuitously, vaccines against common veterinary coronaviruses are routinely used to
prevent serious diseases in young animals, such as a vaccine given to pigs to prevent
serious enteric coronavirus disease. Insight from veterinary coronavirus vaccines could

prove useful as we develop vaccines to protect humans.

To accelerate SARS vaccine research and development efforts, NIAID has initiated
contracts and other relationships with companies, institutions and other organizations
with specialized technologies, cell lines and containment facilities relevant to SARS
research for the purpose of supporting the development of reagents needed for vaccine
development, and developing animal models such as mice and relevant species of

monkeys. For example, the NIAID Vaccine Research Center recently expanded an
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existing agreement with GenVec, a biopharmaceutical company in Gaithersburg,
Maryland, to begin the development of a candidate vaccine against SARS. NIAID is
negotiating with other companies to develop additional candidate vaccines. Another
important component of SARS vaccine research will be to identify ways to generate

mucosal immunity against the SARS coronavirus.

Within the next six to 12 months, NIAID anticipates that it will be possible to
demonstrate whether an inactivated vaccine against SARS is a workable concept, e.g.,
to show that we can protect a monkey against the SARS virus. If so, Phase | trials of
such a candidate vaccine can be accelerated. If research and development proceed on
schedule and if animal testing is successful, a first-generation inactivated SARS

vaccine could become available within several years.

Therapeutics Research

With the emergence of SARS, NIAID responded rapidly to a request from CDC to
evaluate candidate antiviral agents through a coliaborative antiviral drug-screening
project at the U.S. Army Medical Research Institute of Infectious Diseases (USAMRIID).
To date, NIAID has supplied approximately 40 FDA-approved antiviral drugs to
USAMRIID such that their efficacy against the SARS coronavirus can be evaluated.
The Institute also is pursuing the development of novel antivirals, such as compounds
that biock viral fusion with and entry into host cells. In addition, NIAID has initiated
discussions with the pharmaceutical industry about candidate antiviral drugs already in
the research “pipeline,” and is reviewing a proposal for a clinical trial of antiviral therapy
o be conducted by investigators of the NIAID Collaborative Antiviral Study Group and
the NiH Clinical Center.

NIR’s Response {6 the Global Qutbreak of SARS May 21, 2003
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In addition to antiviral drugs, NIAID is supporting the development of passive
immunotherapy {monoclonal and polyclonal antibodies) as a therapy for SARS. Within
the next one to three years, it may be possible to have available therapeutic monoclonal

antibodies for SARS.

Clinical Research

Clinicians treating SARS patients have not yet identified treatment strategies that
consistently improve prognosis, beyond good supportive and intensive care.
Conventional antibiotics do not work, a fact that is consistent with SARS being a viral
disease. NIAID is pursuing several strategies fo determine whether any existing drugs
or combinations of treatments can simultaneously block viral replication and boost the

immune response to the virus.

At the NIH Clinical Center in Bethesda, MD, and through the NIAID Collaborative
Antiviral Study Group, NIH is developing protocols to admit SARS patients for
evaluation and treatment, should this become necessary. This will be an opportunity to
evaluate the pathogenesis of the illness and the efficacy of antiviral and immune-based
therapies in patients with SARS. We also plan to evaluate approaches to improve
management of patients with severe forms of the disease, such as the passive transfer

of antibodies from SARS patients who have recovered from the disease.

In addition to ensuring state-of-the-art treatment of potential patients, our clinical
experts will be able to study the clinical characteristics of patients with SARS. We are
particularly interested in answering key questions about the disease mechanisms of
SARS. For example, are severe outcomes such as acute respiratory distress and

martality entirely caused by the presence of virus, or does the immune system play a
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role in causing the severe outcomes in some patients? What are the sites and the
duration of viral shedding? What is the nature of the immune response? These are
central questions to address because they may open up avenues for treatment as well

as better preventive strategies.

Basic Research

NIAID's long-standing commitment to and investment in emerging disease research is
allowing us to expeditiously pursue research on SARS. For example, NIAID continues
to support the Emerging Viral Disease Research Centers, which have been conducting
SARS antibody studies and will be able to assist in the development of animal models
for SARS. NIAID currently is supporting 18 grants on coronavirus research. Also, the
study of patients, as well as specimens in NIAID laboratories, will facilitate our
understanding of the natural history of the SARS virus and its potential animal reservoir,
and help illuminate the risk factors and epidemiology of SARS. NIAID will support and
conduct basic research studies on the pathogenesis of the disease and viral replication
mechanisms, in order to identify targets for antiviral drugs, diagnostic tests, and
vaccines. Finally, the Institute will support and conduct genomic sequencing,

proteomics, and bioinformatics of coronaviruses.

The identification or development of animal models that mimic human SARS is critical
to our understanding of the SARS virus and how it causes disease. Of note, an existing
NIAID animal model of a virus infection that causes a disease in mice very similar to
SARS has been identified. The relevance of this animal model to SARS will be
evaluated and may prove an important tool for defining treatment approaches that
involve modulation of the immune system. NIAID will aiso support the development of

other relevant animal models for SARS.
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Infrastructure

A central concern when working with the SARS virus or SARS patients is the availability
of facilities with the required safety level for the clinicians and staff, as well as for the
community. Our ongoing plans to develop high-level containment facilities, towards
which funds were appropriated in FY 2003, will facilitate SARS research, as well as
planned studies of potential bioterror agents and other emerging diseases. Research

with the SARS coronavirus will occur in Biosafety Level-3 facilities.

Conclusion

Mr. Chairman, thank you again for allowing me to discuss NiH’s efforts fo address
SARS. Despite ongoing research and early successes, we still have much to learn
about the disease. As you have heard, NIAID-sponsored coronavirus research, studies
of other viral diseases, and clinical research already have positioned us well in our
quest for tools to detect, treat, and prevent SARS. In the weeks and months ahead,
NIH will continue to collaborate with our sister agencies, the CDC and the Food and
Drug Administration, as well as other relevant agencies, to accelerate and expand our

research aimed at improving the diagnosis, prevention, and treatment of SARS.

1 would be pleased to answer your questions.

NIH’s Response to the Global Outbreak of SARS May 21, 2003
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Mr. Chairman and members of the Subcommittee, my name is Michael T. Osterholm,
PhD, MPH. Iam the Director for the Center for Infectious Disease Research and Policy
(CIDRAP) at the University of Minnesota. I am also a Professor in the School of Public
Health at the University.

Mr. Chairman, I want to applaud your efforts and those of the members of the
Subcommittee to address this very timely issue regarding the effectiveness of our nation’s
response to Severe Acute Respiratory Syndrome (SARS). Ibelieve that this international
public health crisis is here to stay and will pose an ever increasing risk to the citizens of
the United States. My comments today reflect my professional experience in state and
federal health public health agencies and academia, as well as my participation in groups
such as the National Academy of Science Institute of Medicine. By way of understanding
the point of my comments please let me briefly review my professional experiences.

For 24 years, I served at the Minnesota Department of Health, including 14 years as the
State Epidemiologist. Following the September 11th terrorist attacks, I was appointed by
Secretary Tommy G. Thompson to his Advisory Council on Public Health Preparedness.
In addition, T have served as a special advisor to Secretary Thompson on issues related to
bioterrorism and public health preparedness. On April 1st, 2002, I was appointed by
Secretary Thompson to be his representative on the interim management team to lead the
Centers for Disecase Control and Prevention (CDC). 1served in that role until the
appointment of my colleague, Dr. Julie Gerberding as the Director of the CDC on July
3rd of that year. Finally, for the past two years I have served on the National Academy of
Sciences Institute of Medicine (IOM) Committee on Microbial Threats to Health in the
21st Century. This IOM Committee issued its report in March of this year just as SARS
was coming to public recognition. Ironically, our committee detailed in that report why
the emergence of new infectious disease agents of critical public health importance can
be expected with increasing frequency in the futare. Our committee report also provided
a series of recommendations for assuring that we have an effective and timely detection
and response system to these new agents in the future. Iurge your review of this report.

1 am here today to address the critical need for our country to continue in its beginning
journey to prepare its homeland security against both human-made and Mother Nature-
made biologic agent attacks. In general, we can and must capitalize on the collaborative
preparation to respond to the every day growing threat of emerging infections, as well as
to the potential for the use of biologic agents as terrorism weapons.

Before I detail my concerns and suggestions to the subcommittee, I want to take this
opportunity to offer my highest compliments to the response to the SARS epidemic both
abroad and at home. This response has involved a number of federal agencies,
particularly the Departments of Health and Human Services and Homeland Security, as
well as state and local public health departments and front line health care facilities and
workers. Specifically, I believe the leadership of my co-witnesses, Drs. Gerberding and
Fauci continues to play a critical role in defining a proactive and well articulated response
on behalf of our federal public health agencies. Both of these individuals have served as
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trusted and articulate voices in hundreds of media appearances and policy briefings. Asa
result, the American public has received the facts in a meaningful and thoughtfuol manner,

In addition, state and local public health officials have put in countless hours
investigating possible cases of SARS, working with local healthcare delivery systems to
accommodate the needed infection control security for those individuals who might have
contact with SARS patients, as well as also serving as a credible public voice for the
many questions that have arisen from a concerned local community.

While our experience to date with SARS can be interpreted as having been successful in
our efforts to limit its impact in this country, I must also admit that we have been
“lucky”! As you have heard during the past seven weeks, the city of Toronto has known
first hand the devastating impact of a SARS epidemic. This impact includes not only the
morbidity and mortality associated with the disease, but the economic and social
implications of being labeled a community with SARS transmission. We must never
forget that what happened in Toronto could just as easily have happened in Buffalo,
Cleveland, Detroit or Minneapolis-St. Paul. Imagine what any one of these American
cities would have experienced had an epidemic unfolded in their community and
subsequently, have an international advisory be issued urging no travel to that location.

As an epidemiologist who has investigated hundreds of infectious disease outbreaks,
including some caused by previously unrecognized infectious agents, both my learned
opinion and best bet is that we have not yet begun to see the worst of SARS. Tt is my
belief, that despite the heroic efforts made by countless professionals in the public health
and medical care systems to control localized epidemics in locations such as Toronto,
Hong Kong, Hanoi and Singapore, the ongoing transmission of SARS in parts of China
and Taiwan signals a disease transmitted via the respiratory route that has now seeded
itself in a significant number of humans as to make its elimination impossible. If this is
true, and this disease follows the patterns of other similar respiratory transmitted agents,
we can expect to see inereasing case numbers associated with seasonality. In short, the
reduction in new cases throughout the world is in part due to the heroic efforts just
mentioned and also likely reflects the waning of cases during the summer months.
Believing this to be true, I am convinced that with the advent of early winter in the
northern hemisphere in just six short months, we will see a resurgence of SARS that
could far exceed our experience to date. If this projection is correct, we have every
reason to believe that this disease may show up in multiple US cities as we continue to
travel around the world in unprecedented numbers and speed. Imagine now the
possibility of simuitaneous SARS outbreaks in multiple US cities. You may ask how
likely is this to occur? Honestly, no one knows. But, as a student of the natural history
of infectious diseases I am convinced that like the early days of the HIV epidemic, the
worst of SARS is yet to come.

I provide this brief and less than optimistic view of our current status with SARS as a
milepost reference for both our activities to date and needed capabilities to respond in the
future.
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Our ability to respond to SARS in future days as well as other yet unknown but already in
the pipeline emerging agents requires consideration of three specific issues. First, the
United States remains under invested in public health even though terrorism and new
diseases like SARS have raised the public health system’s profile. This under investment
is not just a function of financial resources, but involves a shortage of qualified and
trained personnel who will serve on the front lines of our ever increasing battles. Second,
we need to assure that our federal, state and local responses to these emerging infectious
disease problems are coordinated around those agencies and institutions which are best
prepared to respond. The role of this Subcommittee for Investigations, in identifying
how the federal government can assure coordination and collaboration of the many
different federal partners will be welcome. Finally, in order to successfully address
SARS and other emerging infectious diseases it will be critical for the linkage to occur
between the resources and capabilities of federal, state and local public health agencies
with the health care delivery system and private sector organizations responsible for
supplying critical tools such as vaccines, antiinfectives and infection control-related
products.

Let me briefly review each of these areas. While more than $2 billion has been or will
shorily be made available to state and local health departments as part of our federal
effort to enhance public health preparedness and specifically bioterrorism preparedness,
we have witnessed dramatic cuts in state and local support as a result of the record and
well publicized deficit problems at those levels of government. Senator Coleman, as a
recent Mayor of the City of St. Paul, I am sure you can understand the pain of what
Minnesota cities are currently experiencing in terms of reconciling these large budget
deficits. Ibelieve, that with further analysis it will be demonstrated that while our nation
has taken several important steps forward in terms of public health preparedness as a
result of the federal support. Nonetheless, requirements of that support for very specific
activities such as smallpox vaccination and the distribution of the national pharmaceutical
stockpile as well as the reduction in state and local support and staff cuts and hiring
freezes, results in a system that is in retrenchment as opposed to building. I applaud the
infusion of federal resources into this area but urge extreme caution in interpreting this to
mean we now have a prepared system. In particular, the workforce challenges facing us
with respect to public health and bioterrorism preparedness are so significant that
resources alone will not address the need. I do not have sufficient time to detail these
issues with you today, but please note that there are several organizations which have or
are currently evaluating the shortage of trained public health professionals. In addition
we must consider the rapidly graying of the public health workforce and the relative
absence of resources and training programs to bring new and skilled public health
workers into the system.

For example, we do not have an identified resource to provide support to students seeking
to enter Schools of Public Health for the purposes of developing the necessary skills to
become the epidemiologists and public health administrators responsible for the ongoing
disease surveillance activities necessary to detect outbreaks or investigate and control
recognized outbreaks. To date, I have identified at least eight ouistanding Masters level
students in the School of Public Health at the University of Minnesota who would like to
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pursue a doctorate degree to better prepare them for this area. Unfortunately, we have
not been able to identify a source of student support for this qualified group of
individuals to pursue additional educational training. This situation repeats itself
routinely throughout Schools of Public Health in this country.

In regard to my second point, while the SARS epidemic involves many aspects of our
daily lives from immigration and travel to health care delivery and economic security, it
must never be forgotten that this is basically a public health and basic science research
issue. In that regard, we are fortunate that the Centers for Disease Control and
Prevention and the National Institutes of Health have taken credible and proactive
leadership roles in response to this problem. This Subcommittee can assist our response
to SARS and other emerging infections by assuring that Congress continues to recognize
the critical leading role that these governmental agencies must play in a comprehensive
and unified response. I will be happy to discuss with the Subcommittee ways in which
coordination and collaboration can be achieved.

Finally, any response to SARS and any other emerging infectious disease will
necessarily require resources and collaboration of public health agencies with the health
care delivery system and the private sector organizations responsible for supplying
critical tools such as vaccines, antiinfectives and infection control-related products.
Tknow we will hear more about that issue from members of subsequent panels.

Ideally, through federal leadership and resources, as well as those of the private sector,
we will one day have an effective vaccine which will make our plans for responding to
SARS very different than they are today. But in the meantime, other private sector
organizations that will provide patient care will be critical partners in our national
Tesponse.

In conclusion, I again want to thank you Mr. Chairman and the other members of the
Subcommittee for holding this important and timely hearing. I can only wish that this
will be the last hearing necessary in terms of responding to the SARS crisis, but I fear
that is not the case. Nevertheless, your ongoing oversight of the resource needs and
collaboration of the federal, state and local public health agencies will provide a critical
roadmap for helping to assure our nation’s safety and security from emerging infectious
diseases.
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TESTIMONY OF RODNEY N. HUEBBERS, PRESIDENT AND CHIEF EXECUTIVE OFFICER,
LOUDOUN HOSPITAL CENTER, LOUNDOUN HEALTHCARE, INC.,
LOUNDOUN COUNTY, LEESBURG, VIRGINIA

Good Morning Mr. Chairman and members of the Subcommittee, and thank you for the
opportunity to appear before the Senate Permanent Subcommittee on Investigations.

My name is Rodney Huebbers and I am President and CEO of Londoun Healtheare, a
community non-prefit healthcare organization serving as Loudoun County, Virginia’s principat
healthcare services provider. At Loudoun Hospital Center, a 145-bed acute-care facility, we
have provided quality healthcare to the Loudoun Community since 1912 by offering state-of-the-

art healthcare services with 60 specialties, 454 providers and 1400 employees lending support.

Loudoun County, Virginia is the second fastest growing county in the United States. We are
bordered on the east by Dulles International Airport, to the north by the Potomac River, and to
the west by the Blue Ridge Mountains and the Shenandoah River. It is home to a diverse
business and residential population, from high tech companies to a thriving rural economy.
Loudoun is also home to the FAA’s center for the National Capital Region and is a major

emergency evacuation route from the District of Columbia.

Loudoun Hospital Center’s role in relation to these county dynamics is, of course, to provide
first-line acute healthcare whether it be in the realm of preventative medicine, elective
procedures, emergency response or rehabilitative services. Given the Subcommittee’s specific

interest in SARS — both our response as well as assistance from state and federal authorities — 1
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will limit my formal testimony to our emergency response protocols and observations as

requested by Mr. Kennedy, General Counsel for the Subcommittee.

I have provided in our formal filing with the Subcommittee supplemental information
including the Virginia Department of Health’s original press release with respect to Loudoun
Hospital Center’s treatment response to the first probable case of SARS in the United States as

well as several pages of questions and answers as have been documented by our staff.

With respect to our SARS experience, at the time of presentation in our ER “Severe Acute
Respiratory Syndrome™ had not yet been identified nor clinically defined with respect to
symptoms or treatment. On February 17, 2003 a woman who had recently traveled to
Guangdong Province in China presented in our ER with pneumonia-like symptoms, We
obtained the personal history of the patient, including her recent travel itinerary, which included
areport of unusnal pneumenias being seen in Guangdong Province, While symptoms did mirror
pnenmonia, an atypical dry cough and respiratory distress proved an unknown prompting the

patient’s isolation in a negative pressure room as a means of infection control.

Subsequently, the hospital’s infection control chief and the Loudoun County Health
Department were notified as part of our infectious disease notification algorithm. In tum, the
Virginia Department of Health and the Centers for Disease Control and Prevention were also

notified.

Prior to this SARS presentation, it is important to note that before 9/11 our hospital had a
specific disaster plan in place that included coordination with county, state and federal
authorities. Following 9/11 and with the advent of nuclear, biological or chemical terrorism
threats, our disaster protocols were further refined on paper as well in practice. Loudoun County

Headquarters: Loudoun Hospital Center, 44045 Riverside Patkway, Leesburg, Virginia 20176 20f6
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has been confronted with a variety of communicable disease issues including anthrax, Virginia’s
first human death from West Nile virus as well as three locally acquired cases of malaria.
Hence, we have practical experience from which to draw conclusions as to our own protocol

evolution and the quality of assistance from regulatory offices.

As to the performance of Loudoun Hospital’s ER, triage training as well as the development
of infection protocols combined to serve us well on February 17®. The documentation of
symptoms along with pre-determined history including a travel inquiry, information volunteered
by the patient’s family, and consultation with the Loudoun County Health Department proved
critical in the initial decision to isolate and contact infection control. From there, the notification

algorithm worked as designed.

However, while the patient herself was of great concern, so too were the clinical and non-
clinical staff who had either incidental or clinical contact with the patient. Again, SARS was not
known at this time, but given the symptomatic issues identified it was obvious that infection was
a distinet possibility. Our Emergency Response team, including ER, Infection Control, HR,
Communications and County and Regional Health Department staff, began the process of
identifying those with whom the patient had had contact during the admission process. Within

hours we had a list of individuals and began contacting and testing.

At the time of the SARS presentation, the hospital’s most notable infection control protocol
in place was for tuberculosis. Now, of course, we have a SARS protocol, which, based upen

information supplied by various authorities, has been amended in keeping with clinical findings.

As for staff reaction during and following our SARS presentation, I would characterize it as
informed and collaborative. Given the unknown symptoms of SARS at the time, common sense,

Headquarters: Loudoun Hospital Center, 44045 Riverside Parkway, Leesburg, Virginia 20176 3of6
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admission information and proper infection protocofs combined for an adequate medical
response on behalf of patient and staff alike. The hospital’s existing emergency preparedness
committes, lecture series on emerging diseases and bio-terrorism threats, evolving policies and
algorithms related to infection control, and improved communication with regional Northern
Virginia hospitals via a dedicated rapid notification radio frequency continue to provide threat

mitigation.

With respect to response of couuty, state and federal medical authorities, Loudoun County’s
Health Department was responsive and of great assistance in consultation and collection of
samples as directed by the CDC. Thanks to a federal bio-terrorism grant permitting the addition
of the Health Department’s epidemiological expert, our case was thoroughly investigated with
adequate consultation with counterparts af the Virginia Department of Health and the Centers for
Disease Control and Prevention in Atlanta. In addition, the investigation and testing of any
employees with patient contact was initiated and resulted in the finding that no other person had

contracted SARS as a result of incidental or clinical contact.

There were some gaps identified during our review that, in this case, did not impact patient

care. They include:

» Insufficient testing materials pre-placed in Northern Virginia for all the individuals
we needed to test. Fortunately, the county health department received these materials

by courier from Richmond.

* There were procedures in place to transport specimens quickly to the Virginia state’s
lab, but the procedures for quickly shipping these specimens to Atlanta during a
weekend were lacking.

Headquarters: Loudoun Hospital Center, 44045 Riverside Parkway, Leesburg, Virginia 20176 4of6
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In this particular case multiple agencies were involved, which at times pitted patient
care against regulatory expectations. Specifically, the hospital staff was, at times,
torn between specimen collection and delivery, sympiomatic consultation with
multiple agencies and actually caring for the patient as well as possible others

infected. Streamlining information dissemination should prove a priority.

In our particular case, the SARS patient spoke only Chinese. Had it not been fora
family member accompanying the patient, vital information impacting patient care

and subsequent infection control would have not been communicated easily.

At our hospital, we have provided additional instruction in the taking of samples and

chain-of-custody procedures to accelerate the diagnostic process.

A genuine concern of ours continuous to be multiple isolation patients requiring

negative Pressure rooms.

Three elements played a key role in the successful outcome of this case with respect to

the patient and infection prevention:

Plans were in place in the emergency room to isolate the patient and notify key

petsomnel.

Effective communication patierns pre-established throughout the public health sector,

from hospital to federal authorities, worked well.

Positive working relationship between the hospital and the local public health office

proved critical in diagnosis and containment.

Headguarters: Loudoun Hospital Center, 44045 Riverside Parkway, Leesburg, Virginia 20176 5of6
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In conclusion, the single largest gap experienced between our hospital and expectations
of state and federal health authorities, as well as the public to whom we are dedicated, is the
additional cost associated with clinical education, supplies, and ultimately prevention of a local,
regional or national infectious disease issue. Local hospitals, like Loudoun Hospital Center,
have spent considerable time, man-hours and capital in emergency preparedness for all levels of
trauma and infection associated with accidental or intentional hazard situations. It has taxed us
heavily and, while we carry the burden and meet expectation, assistance by way of appropriated
dollars would certainly provide the means to assure a successful rapid response by your front-

line healthcare providers.

Appropriated funds would be allocated initially to deal with surge-capacity issues,
including facilitation of critically ill patients requiring respirators as well as building and

equipping more isolation rooms with negative pressure capability.

I thank the Subcommitiee again for both invitation and very kind attention.

Headquarters: Loudoun Hospital Center, 44045 Riverside Patkway, Leesburg, Virginia 20176 dof6
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TO: Senate Permanent Subcommittee on Investigations DATE: May 5, 2003

FROM: Rodney Huebbers/President & CEQ

CC:

SUBJECT: Additional Testimony Submission

Please find below a series of questions and answers provided to the Subcommittee as additional
written testimony for consideration:

(): What established planning procedures were in place to handle an epidemic of
communicable disease when the recent suspected case of SARS surfaced in Loudoun
County? Did Loudoun County officials need to take any additional actions and procedures
to respond to the suspected case of SARS?

A: Prior to the SARS incident, Loudoun County had already dealt with locally acquired
malaria, West Nile Virus, Anthrax and, of course, continues to make preparations for
possible Smallpox incidents. Both the hospital as well as the county’s established infection
control standards and procedures had been well documented, taught and tested prior to 17
February when the patient presented to Loudoun Hospital Center (“LHC”). For the record,
please find attached LHC’s current SARS protocol.

Please note the program deals with patient screening, environmental controls, employee
screening, clinical education, surveillance and abatement, and respiratory protection.

All policies and procedures are based upon CDC guidelines with specific incident training in
relation to biological and chemical agents as a result of 9/11. Specific training has been
provided for front line triage personnel given their initial assessment role.

T would like to note that infection control standards within the United States and U.S.
controlled facilities world-wide have always been high and established within a consultative
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framework from local, regional and national health authorities. This consultative approach
has proven more than a traditional paradigm, but a key pro-active element that is serving a
vital preparation and educational interaction as we mobilize to mest current or future
incidents — whether perpetrated or accidental.

Suffice it to say that since 9/11 if not before, the concerns related to infection control have
migrated out of a specific epidemiological department to general public health venues. If
there is an additional action which has come about not just related to SARS but infection
threats in general, it has been this migration to the forefront of triage and public venues for
education including bulletins from health authorities, Internet resources and media coverage.

With respect to the second part of this question, both the hospital and the county health office
had imstituted two tracking elements in relation to infection monitoring. Specifically, 2
surveillance log documenting each presenting patient’s symptoms is kept by the hospital and
reviewed daily by the county health office. Symptoms are plotted and graphed as we look
for atypical indicators. In addition, there is a systematic review detailing initial and
subsequent employee contact with an infectious patient. This second survey was particularly
critical in tracking clinical staff that had direct or incidental contact with the 17 February
SARS patient. At the time of presentation, neither the hospital nor the county health office
was familiar with what would become identified as SARS. Consequently, this tracking
element provided us a critical means to identify and evaluate our own staff in relation to
symptomatic complications.

Q: Which procedures were effective in preventing the spread of the disease between
emergency and hospital staff, along with other people who came into close contact with the
infected patient? Have you discovered any gaps in the County's planning and preparedness
for an epidemic of respiratory disease such as SARS?

A: Hospitals should assume all patients suspected of having SARS are highly infectious until
proven otherwise, since the various medes of transmission of SARS remain unclear. To
protect vulnerable patients, staff, visitors and the surrounding community, hospitals should
activate all transmission precautions; including airborne, droplet, contact, and contaminated
materials control measures. Caregivers should not ignore basics like wearing masks, adding
proper hand hygiene, which is a critical factor in disease prevention. Specifically, PPE
requirements include gowns, gloves, N-95 masks, and goggles.

Administrative measures such as communication, education of staff and enforcement of
policies and procedures are critical for infection control as well.

Q: How are hospital, city and county officials educating the general public on major health
threats? What recommendations have the hospital, city and county officials developed to
prevent transmission of SARS and other disease outbreaks?

A: Speaking for the hospital, we have an excellent relationship with both local and regional
media, which, of course, proves a primary information conduit to the general public. Given
the attributed SARS case of 17 February, both my office and the Loudoun County’s Health
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Officer, Dr. David Goodfriend, have had interview opportunities that we have used to
convey to the public not only information about SARS as an infection but assurances with
respect to staff preparedness, isolation capabilities and symptomatic treatments. We have
also posted information and links on our respective Web site homepages for those desiring
detailed SARS information. Those links include the CDC in Atlanta and the World Health
Organization. Taken together, we believe these opportunities have substantially assured our
constituency — both the public and healthcare professionals — that we are mitigating both the
virus itself as well as the natural concerns associated with such a public health incident.

With respect to recommendations to prevent transmission, I do have suggestions ranging
from informational to structural design considerations, ncluding:

o At the time of presentation, a gap exists between the time a patient with a possible
viral condition confers with a triage nurse and actual isolation, thus providing for the
possible exposure of both clinical staff and other patients waiting to be treated or
about to present. Two suggestions have come out of discussions between my office
and Loudoun County’s Health Department which include 1) individuals concerned
about viral symptoms they are experiencing should be advised to call their family
physician initially, not present in an ER. The reason for this is that their family
doctor may ask initial questions regarding symptoms, recent travel and associations
and develop a profile that, in his judgment, may be unrelated to a SARS exposure or
prove vital in expedient treatment of the condition. In addition, the physician may
place a call to the local ER reception desk and alert the staff that he/she is referring a
patient for ER care which allows the staff to make proper infection control
arrangements including private admittance to the facility as well as greeted by a
properly clad clinical professional; 2) isolation rooms designed on exterior walls have
the advantage of exterior entrances thereby greatly reducing incidental contact with
the public once upon hospital grounds which, in turn, mitigates subsequent infection.

o In conjunction with the health department, we have developed what we refer to as
screening tools for infectious diseases. [ am providing the committee a copy of
LHC’s protocol for suspected SARS that includes diagnosis/evaluation information
and procedures, directory information and tests to be performed. This is what we
refer to as a screening tool. It is available to all the staff in the ER and in infection
control.

o Both my office and the health department have dedicated staff whose job it is to
monitor local, regional, national and international news for suspect medical reports
which may have a bearing upon a case presented fo us. For example, given the fact
that at the time of presentation on the 17" of February a family member shared the
patient’s travel itinerary, which included Gungdong Province of China, we were able
to ascertain from the Internet conditions within the province as well as quickly review
CDC and WHO reports. We certainly don’t consider news reports definitive from a
clinical perspective, but they are indicators that would be irresponsible to ignore.

o Communication and information sharing between family physicians, their local
hospitals and county health departments is proving critical in the identification, care
and treatment of new, rare or general outbreaks of an infectious nature.
Communication platforms need to be established or enhanced to effectively deal with
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communicable conditions. In Loudoun County, there has been estzblished an
effective ¢-mail medical control communication from Infection Control Practitioners
to hospital medical departments for both new clinical information as well as follow-
up on known infection cases.

o Fortunately Northern Virginia has established healthcare member coalitions
consisting of regional hospitals that evaluate information and coordinate rapid
response to medical emergencies. We have even established the MEDCOMM
Operation Procedures that establishes a radio frequency for rapid notification. Every
region should be encouraged fo develop such notification protocols.

o Finally, physicians operating within our county are aware that cultures, which prove
positive for viral or bacterial infection, are reportable to the county health
department. These are flagged in the lab and tracked. This is how an outbreak of
Varicella (Chicken Pox) was identified, treated and contained in our own county.

Q: What is the potential resource needs of state and local public health systems for
responding to SARS and other disease outbreaks, particularly airborne diseases and
influenza? Do our state and local public health systems have the necessary resources to
respond adequately to this type of public health threat?

A: Specifically, funding for emergency preparations and subsequent critical care is a major
need. We are very grateful to Congressman Frank Wolf, Senators Allen and Warner as well
as our state delegation for their effort to secure $400,000 in federal appropriations to assist
LHC in meeting preparation requirements. However, that does not address the total balance
that LHC or the county has invested in emergency preparations to date — and our preparation
is on going. Additional funding would permit training of additional personnel, stockpiling
of necessary supplies as well as development of enhanced response planning and execution.

Q: What is the ability of the U.S. health care system to treat large numbers of individuals
with respiratory failure and contagious disease? Approximately, how many patients can be
treated in specific metropolitan areas at once?

A: The U.S. government has strategically located push packs to set up MASH response units
around the nation. This is good as far as it goes, but assisting state, counties, EMS and even
hospitals in working with pharmaceutical and equipment suppliers as well as disaster
coordination and planning would be of significant help. Crises are going to be dealt with by
local and regional response teams — the better we are financed and coordinated the better the
result we expect and experience.

The following pages represent Loudoun Hospital Center’s “Protocol for Suspected SARS
Patients” as of May 5, 2003 as well as the Virginia Department of Health’s initial press
notification regarding Loudoun Hospital Center’s SARS incident:
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Protocol for Suspected SARS Patients

Patients should not be sent to the lab, X-ray, or cutpatient services for screening.

All patients should be evaluated in the isolation room st the ED-Cornwall (#4), whenever possible. If this absolutely eannot ke place, (ie:
walk-in) the patient is to be evaluated at the ED-Lansdowne in Room (#3).

If the patient is being sent in by a physician, advance notice should be given to the ED. The patient is to be directed to the ambulance entrance
‘where they wilt be met by staff.

«  The following PPE is required for the staff (gown, gloves, N-93 mask and goggles)

*  The following PPE is required for the patient and must be put on outside immediately upon artival (Surgical mask and gown)

*  Anairbome isolation room that has negative air pressure must be used when evaluating and treating the patient.

«  Swmndard, contact and airbomse precautions are fo be institated,

«  Ifthe patient has a friend or relative escorting him/her, the visitor must wear an N-95 mask and gown. The visitors st stay in the

isolation room.

The patient with fever and respiratory symptors (of unkuown etiology with onset since February 1,03) should be initially asked if he/she has
recently traveled outside the U.S, has had contact with someone who has traveled outside the U.S., or is a healthcare worker. The patient should
then be escorted back to the negative pressure room fmmediately and not stay in the waiting area.

Diagnosis/Evaluation:

- Early symptoms: Temperature > 38” (iOO 4, myalgxas headache, sore throat, dry cough, shoriness of breath, or difficulty breathing.
-Later symp Hypoxia, il } often), ARDS, thrombocytopenia, leukopenia.

Note: To be considered as 2 “rule out SARS patient” the following criteria must be met

Ly __  Temperature>160.4
2) AND ene or more clinical findings of respt v ilness as stated above

4ND one of the following below
3) __ Travet (includes transitin an airport in an areawith or d d ity tr ission of SARS) within

10 days of onset of symptoms to any area with suspected or d d i ission of SARS (Hong Kong,

Guangdeng Province, Mainland China, Hanei, Vietsam, Singapore, Taiwan, Tonmto C:mad:z)

. Close contact within 10 days of onset of symptoms with a persos with a respiratory iliness and travel to 2 SARS area (as

defined as having cared for, having lived with, or having had direct contact with respiratory seeretions or bedy fluid)

53 Close contact within 19 days of suset of with a person under investigation or suspected of having SARS,

SARS are now classified as “Suspect” or “Probable.” Probable cases are suspect cases with x-rays showitg preumonia or respiratory distress.
T shauld be noted that even If there is a proven reason for the respiratory symptoms, the patient should still be constdered a ruale out SARS if the
three criteria above are met.

4y

Tests to be performed: (* These are specimens that will need to be sent to the DCLS by our laboratory. DCLS will package, record and ship
them 1o the CDC) All specimens nust be Inbeled with a biohazard sticker and lub should be notified of & “Suspect” or “Probable” case of
SARS. For these cases that are determined to be fow probabilfity or risk, lab is to be instructed to hold the specimens for 12 days)

1)  Nasal Pharyngeal swab x 2 (lab will place in viral media stat) *. Please do not use 2 regular culturette!
2)  Threat exliure {Use a regular culturette for this test)

3 VA

4y Legionsllaurine

5y CBC (tavender fop tube x 2), Whole blood {red top tube x 2) and Scrum {gold top tube x 2} *
6} Blood cultures x 2

7) RSV and Influenza A and B (lee minfrmum must be obtained)

8)  Pulse oximetry

9 Sputum for AFB and mycobacterium (If specimen can be obtained. DO NOT INDUCE)

10y Chest Xray

11) Stool (CoV=Coronovirus)

s %% Bouita Boyer at the Health Department needs to be notified of any suspected SARS cases at (703-737-8389) or (877-320-
7207} or {571-233-7314). She will notify the State lab that specimens will be sent. Jf unable to reach Benita, page Dr.
Goodfriend at 703-771-582%.

»  Dr. A Pastor should be notified at (703) 707-7240 (pager)

«  Tony Raker (Public Relations) at (703) 858-8059 or 703-707-7612 (pager)
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- Linda Belmonte (Infoction Control) at 703-858-6628 or 703-787-254% (pager)
Patients whe are discharged to home should be provided the Public Health Sheet that can be downloaded at www.pde.gov.

The discharged patient is to be instructed to monitor his/her temperature for 10 days ard record the information should the Health Dept. require
this information at ¢ later date.

NOTE: For all non-suspect cases in which specimens are collected but not sent on to CDC, the hospital is to store
the specimens for 12 days while the patient’s symptoms are being meonitored. The attending physician is to
acknowledge the disposition of the specimens by filling out the attached form that should be sent down to the lab
with the specimens.

SARS Protocol 4/1/03, revised 4/3/03, revised 4/7/03, revised 4/10/03, revised 4/22/03, revised 4/28/03, revised 5/1/03

Lab Instructions fer R/O SARS

Patient Name: MRN:

Date: / / Location: Landsdowne/Comwall

This form is to accompany specimens sent to the lab.

The patient is a “Probable” or “Suspect” case of SARS. Benita Boyer from the Health Department
is aware of the case and acknowledges that the specimens (*) should be sent to the State Lab. All specimens for
“probable or suspect” cases must be sent to Lansdowne for pr ing.

The patient is a “Non-Suspect” case of SARS. The lab specimens are to be held in the Loudoun
Hospital lab for 12 days.

The specimens with the stars are the ones that will be packaged and sent to DCLS. Note: one of the twe nasal
pharyngeal swabs and one blood set will be processed in the Loudoun lab.

— Nasal Pharyngeal swab x 2 (lab to place in viral media stat)*

—Throat culture (use regular culturette)

—U/a =

—CBC (lavendar top tube x 2), Whole blood (red top tube x 2 ), and Serum (gold top tube x 2)¥
—Blood cultures x 2

—RSVand Influenza Aand B

—Sputum for AFB and mycobacterium

—Stool (CoV=Coronovirus)*

Attending Physician:
{Print)
Attending Physician Signature:
(Sign)
Headquarters: Loudoun Hospital Center, 44045 Riverside Parkway, Leesburg, Virginia 20176 6of 7

QOffice: 703-858-6000; www.loudounhospital.org



85

CONFIDENTIAL

Virginia Department of Health News
Protecting You and Your Environment

Contact: Lucy Caldwell
Public Information VDH,
703/246-2486 or pager,
703/701-5632

VDH Investigates Possible Loudoun County SARS Cage; Patient Doing Well
March 20, 2003

Doctors and epidemiologists at the Virginia Department of Health are investigating the possibility that a Loudoun
County resident may have been the first suspected case of severe acute respiratory syndrome (SARS) case in the
United States. The patient was successfully treated and roleased a month ago from a local hospital. The person bad
traveled to Guandong Province, China, and became ill. Upon return to the U.S. in mid-February, the patient reported
to the doctor and was prescribed antibiotics. When the condition did not improve, the attending doctor sent the
patient to the emergency department of Loudoun Hospital Center on February 17. The local Health Department was
contacted and a surveillance process began immediately.

According to Dr. David Goodfriend, Loudoun County Health Department Director, the investigation process was
thorough and complete. “The emergency department staff took all precautions, isolated the patient, and evatuated
the condition. They did an outstanding job of looking at the patient’s symptoms, connecting them with the patient’s
trave] history, and diagnosing atypical pneumonia,” he said.

Dr. Goodfriend stressed that all of the patient’s close contacts were medically evaluated and none became ill. The
patient is recovering at home and in good condition, “This case was successfully investigated prior to any awareness
of SARS; and the treatment underscores how important the relationship between primary care physicians, hospitals,
and public health personnel has become,” Dr. Goodfriend said.

The Virginia Department of Health has comeunicated with healthcare providers across Virginia to ensure that they
are informed of the symptoms of SARS and will be able to respond appropriately to any suspect cases.

Last week, the U.S. Centers for Disease Control and Prevention (CDC) issued a public health advisory for the recent
outbreak of severe acute respiratory syndrome in several countries. SARS cases have been reported in China’s
Guangdong Province, Taiwan, Hong Kong, Viet Nam, Singapore, Thailand, Canada, Slovenia, Germany, and the
United Kingdom.

SARS symptoms include: coughing, fever, and shoriness of breath or difficulty breathing developing on or after Feb.
1, 2003, in persons who have recently traveled or close contact with those that have traveled to countries where the
iliness has already been found. Individuals who have these symptors and who have recently traveled to any affected
site, or have had close contact with anyone who has these symptoms, should see a healthcare provider right away.

For more information, log onto the Virginia Department of Health’s Web site at www.vdh state.va.us or call the
CDC Public Response hotline at $88/246-2675 {English), 888/246-2857 {Espanol) or 866/874-2646 (TTY).

I
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Testimony
Thomas R. Frieden, M.D., M.P.H.
Commissioner
NYC Department of Health and Mental Hygiene
regarding
Severe Acute Respiratory Syndrome (SARS)
Before the
The Senate Committee on Governmental Affairs'
Permanent Subcommitiee on Investigations
United States Senate
May 21, 2003

Good morning, Chairman Coleman, Ranking Member Levin and Members
of the Committee. | am Dr. Thomas R. Frieden, Commissioner of the New York
City Department of Health and Mental Hygiene (DOHMH). Thank you for the
opportunity to discuss New York City's response to Severe Acute Respiratory
Syndrome, also known as SARS,

New York City is one of the world’s largest hubs for international travel
and commerce. Every day, we welcome almost 100,000 incoming air travelers,
including some 30,000 from infernational locations. On Saturday morning,
March 15, my Depariment was notified that one traveler was a patient from
Singapore with suspected SARS. He had attended a large conference in New
York City. The patient, an infectious disease physician, had cared for two of the
index SARS patients in Singapore. The patient saw a physician in New York City
for his iliness, then boarded a plane to fly back to Singapore, and was taken off
the plane in Frankfurt, Germany, where he was hospitalized. His wife and
mother-in-law, with whom he was traveling, both developed SARS.

That Saturday afternocon and evening, we faced a series of decisions that
illustrate the challenges of addressing the threat of SARS and the importance of
good, basic public health services — services which have weakened to the point
of endangering the public’s health in many parts of the country. Although New
York City is fortunate to have robust communicable disease investigation and
monitoring capacily, many areas do not have this capacity. And New York City,
like many areas, has critical needs in the area of public healith laboratory
capacity, surge capacity, and other areas. All too often, clinical and public health
laboratories are the poor relations in the health field, and unfortunately this is all
too often what is happening at the national, state, and local levels in the United
States today.
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When we heard of the SARS case, we rapidly took the following actions:

1.

With facilitation from CDC, contacted the patient’s physicians and
interviewed the patient by telephone in his isolation room in Germany.
Determined that the patient met the case definition for SARS.
Determined with whom the patient had come into contact in New York
City.

. Advised the hotel where he had stayed of what precautions, if any,

they should take.

Notified the organizers of the conference which he had attended and
informed them of what precautions they should take, and provided
them with materials so they could make a presentation to the
conference participants the next day.

Identified persons who may have come into contact with the patient,
and ensured that they would be rapidly assessed if they developed
illness.

. Found the physician who had treated the patient, and ensured that he

and his entire office staff were aware that they should not come to
work if they became iil.

Informed health care workers that Saturday evening, particularly those
staffing emergency departments and intensive care units throughout
the city, through an urgent blast fax/emai, of the diagnosis of SARS
and of the importance of rapid detection and isolation. Since then, we
have distributed SARS information signs for posting at the entrance to
emergency departments and clinics, reminding patients and staff of the
need to monitor for SARS. We have also provided detailed guidance
on the importance of immediately placing potential SARS cases into an
isolation room, the need for all medical care staff to wear full protective
equipment, and the importance of reporting all suspect or probable
cases.

Heightened our index of suspicion in our syndromic surveillance
system - tracking all ambulance runs, most emergency department
visits, many prescriptions, and absentee data;

10. Decided on a public communication strategy including targeted

outreach to our Asian community to address their specific concerns
about SARS and to try to alleviate the stigmatization that has resulted
from this outbreak by clarifying that this is a disease of travel, not
ethnicity.

Our response to the threat of SARS illustrates that the detection of and
response to any infectious disease outbreak, whether natural or intentional,
requires a strong local public health infrastructure with an effective working
relationship with the medical community,

Thanks to recent funding from the CDC, our Communicable Disease
program has been able to hire additional medical, nursing and surveillance staff
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with the expertise required to handle these substantial efforts. Department staff
are available 24 hours a day, 7 days a week to discuss potential SARS cases
with health care providers and to determine if a case meets the CDC criteria for
SARS. If a case does meet the criferia, we ensure that appropriate laboratory
specimens are obtained and provide detailed information to the medical provider
on guidelines for isolation in both the hospital setting and at home upon
discharge. DOHMH staff actively monitor all cases through daily telephone calls
for 10 days after their symptoms subside, fo ensure that they stay in isolation
until they are no longer contagious. Also, all patients and their household
contacts are provided detailed instructions on how to prevent spreading or
contracting the virus. Given the great diversity of our City, all educational
materials for our case-patients and their close contacts have been translated into
the appropriate languages, and the DOHMH has access to bilingual translation
services to ensure that all persons fully understand our instructions.

With our active outreach fo the medical community, we have had more
than 180 calls regarding potential cases, every one of which has been evaluated
by our Communicable Disease staff. Most did not meet the criteria for SARS,
and to date there have only been 22 cases — including 3 probable and 19
suspect cases — all of whom recently traveled to affected areas in Asia or
Canada. All of the cases have since recovered. None of these potential SARS
cases had a serious iliness and none has yet tested positive for the new SARS-
related coronavirus. Thus far, there has been no community transmission of
SARS in New York City, as we have had no secondary cases among household
or health care worker contacts. In fact, | would not be surprised if none of these
22 cases turned out to actually have coronavirus infection as the clinical criteria
we use for surveillance purposes are quite broad, and our aim is fo err on the
side of caution as the risk of missing a case is very high.

Partly due to our early and proactive response and partly due to luck,
SARS has not become an emergency in New York City. But given the outbreaks
in China, Hong Kong, Singapore, Toronto, and Taiwan, we cannot afford to be
complacent. We continue to work on our contingency planning to ensure that we
are ready to respond to an outbreak. Efforts include planning for a large-scale
surveillance and epidemiologic response if we see local transmission; developing
the capacity to conduct SARS testing at our public health laboratory using the
assays provided by the CDC; continuing to develop multi-lingual educational
materials to address the many community concerns that SARS has raised,
. working closely with hospitals to provide guidance on preparing for and
responding to a hospital-wide or community outbreak; and developing
contingency plans for an event in which large-scale isolation and quarantine
measures are needed to control a significant SARS outbreak.

Given the large number of travelers coming to New York City, we need to
remain vigilant as long as the outbreaks continue overseas. It would not be
unexpected if a highly contagious SARS patient arrived in New York City with the
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potential to initiate a large outbreak. As the West Nile virus outbreak in 1999
also illustrated, infectious disease outbreaks in distant countries should be both a
national and local concern, given the ease and volume of air travel today.

The best approach to prepare for new and emerging diseases like SARS
is to strengthen the nation’s public health infrastructure. With recent bioterrorism
preparedness grants from CDC and HRSA, my Department has significantly
improved its ability to respond to infectious diseases threats. The systems we
have put in place will help us respond to both natural and intentional outbreaks,
as the issues that arise are, in many ways, the same. In most jurisdictions, the
public health agency is now recognized as a first responder, requiring the staff
and the technology to ensure a 24/7 response and a sound and redundant
emergency communication system.

Our emergency preparedness initiatives have helped us to improve
communication among the Department, medical providers and hospitals, as well
as within our Department, and between other city agencies and the public. We
have enhanced our website to make it an up-to-date health information source
for the medical community and the public, with daily updates on SARS. These
basic infrastructure enhancements enabled us to promptly post on our website
patient information sheets in Chinese and Vietnamese shortly after outbreaks
were confirmed in China and Vietham. We have also developed speaker’s
bureaus to provide presentations to community groups and answer questions,
and have issued press releases in Chinese to the Chinese media. Because of
the fear and stigmatization caused by this new disease, we strive to
communicate openly with local immigrant communities and address their
concerns.

One of New York City’s most significant accomplishments has been the
development of a syndromic surveillance system. The syndromic surveillance
system collects health data gleaned from 911 calls, emergency department logs,
pharmaceutical purchases, and workplace absenteeism and analyzes these
findings every day of the year to detect any increase or clustering of symptoms
that might represent an infectious disease outbreak. The system is programmed
to detect increases in “syndromes,” such as flu-like symptoms, which could
indicate that the initial phases of iliness are occurring in a group of people
recently exposed to a biological agent. This data provides the potential for earlier
detection of a large outbreak than a traditional surveillance system dependent on
medical provider reporting.

The additional personnel made possible by the federal grant have been
essential to the Depariment’s response to SARS. Over the past few months,
more than 20 DOHMH Communicable Disease staff have been deployed to
investigate potential SARS cases. Without this additional staff, employees would
have to be diverted to an even greater extent than they have been from other
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essential public health duties in order to accommodate SARS monitoring and
planning activities.

Since the events of September 11, 2001, New York City's public health,
hospital and emergency management sectors have collaborated closely to
continuously strengthen New York City's ability to respond effectively to
chemical, radiclogic and biological terrorism. However, any disaster requires the
coordination of multiple public sector agencies, including well-trained first
responders. The City’s Office of Emergency Management (OEM) plays a crucial
role in this coordination, not just within the City, but also with surrounding
communities. OEM is a key partner in emergency preparedness planning to
combat public health threats, whether man-made or naturally occurring.

If community transmission of SARS does take place in the future, DOHMH
would move rapidly to protect others from exposure. If necessary, as we have
already done in two cases, DOHMH would invoke its legal authority to ensure
that individuals remain isolated and do not spread the disease to others. We are
currently in the process of amending the NYC health code, to strengthen our
authority to detain — with full respect for the individual’s right to due process —
suspected or confirmed cases or contacts of contagious diseases that pose an
immediate threat to the public’s health (e.g., smallpox, pneumonic plague and
outbreaks caused by unknown agents}. We are also in the process of identifying
appropriate isolation and quarantine facilities that could be used in the event of
large-scale, contagious respiratory disease outbreaks, as would occur if there
were community transmission of SARS in New York City. These facilities would
also be needed in the event of a smallpox or pneumonic plague outbreak.

One concern is the large number of staff that would be required fo
respond to a SARS outbreak in which large-scale isolation and quarantine were
required. A significant event would require federal assistance to provide
everything from supplemental medical and security staff to food and wage
reimbursement for guarantined and isolated civilians. We recommend that
FEMA develop contingency plans for providing critical supplementary services in
the event of a large-scale disease outbreak in the United States. As we have
learned from the SARS outbreak in China, a poorly-controlied disease outbreak
and the potential unrest that would foliow would not only strain hospitals and
public health departments, but also police, fire, public transportation and human
services resources. It would also have enormous negative economic impact.
We suggest expanding the national Disaster Medical and Mortuary Assistance
Teams, developing a national medical reserve corps which addresses
emergency licensing and credentialing issues, and developing the capacity to
install emergency temporary housing and hospital facilities in an urban setling for
use during a large isolation and quarantine scenario.

DOHMH has made significant steps foward emergency preparedness.
However, the Department still has a number of benchmarks to reach. Perhaps
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our most urgent need is the city’s Public Health Laboratory, which is a critical and
essential part of the New York City’s public health infrastructure. Funding cuts in
the early 1990s drastically reduced the Public Health Laboratory’s capacity to
respond to public health emergencies, and the Department is currently
renovating and modernizing the laboratory facility. The facility, designed in the
late 1950s, is not conducive to modern technologies and laboratory practice.
Without the proper security, surge capacity and technological enhancements, the
Public Health Laboratory could become incapacitated during a large disease
epidemic or bioterrorist attack, just when it would be needed the most. Despite
New York City's fiscal crisis, the City has made available more than $30 miliion of
its own capital funds for renovaticn, but this is only about half of what is required.
As it is the only public health reference laboratory for eight million New Yorkers, it
is essential that we identify funds to complete this project. We must ensure that
the proper resources are in place before an epidemic occurs.

In fact, there is a critical need to rebuild the infrastructure of public health
laboratories across the country. Many laboratories have suffered from waning
financial support over the past several decades. The response to SARS requires
that CDC transfer technology to laboratories already hampered by inadequate
facilities and by increasing caseloads of pathogens such as West Nile and
SARS. Laboratories will need a usable set of clinical tests, some of which we
understand are soon to be released by CDC; acceptable testing and reporting
algorithms that distinguish between recently acquired infections and older
infections; very clear standards, as well as financial and technical assistance in
the development and building of adequate and safe facilities to perform such
testing; and resources to develop and staff the computer systems to
accommodate the testing and tracking of these new pathogens.

Federal grant money provided for hospital emergency preparedness has
been woefully inadequate to meet the needs required by a city of our size and
complexity. In this federal fiscal year, $2.9 million was distributed equally among
72 acute care facilities in New York City, which amounted to only $40,000 per
facility. The funding for the new grant period beginning in July 2003 was
increased to almost $13 million, and we have been given authority to distribute
up to 20 percent of this award immediately. However, while we have been able
to complete some initiatives, our hospitals still have a large number of critical
benchmarks to reach. Additional funding is needed fo assist hospitals in
expanding surge capacity through building additional airborne isolation rooms,
stockpiling and maintaining inventory for a three-day supply of pharmaceutical
supplies, conducting internal tabletop drills and increasing security at hospitals.
A terrorist attack could happen in any location, and, with the widespread use of
public transportation in New York City, victims exposed to chemical, biological or
radiological agents could travel to many locations before realizing they had been
exposed. Likewise, with a naturally-emerging disease like SARS, a contagious
patient could present anywhere. Therefore, all hospitals in our city need the
capacity to identify, isolate and treat large numbers of contagious patients.
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It is essential that the allocation of national bioterrorism funding be
targeted toward the extraordinary needs of large, densely populated cities that
are high on the list of potential terrorist targets. The current funding formula does
not take these factors into consideration. New York City's need for extraordinary
levels of preparedness is driven by its disproportionate risk. As a financial,
cultural, and media capital of the world, it is a prime target for terrorists — which
has already been demonstrated by the two attacks on the World Trade Center,
as well as the anthrax-contaminated letters targeting major media organizations
in NYC. New York also has a unique susceptibility to imported infectious
diseases with more than 65,000 international air travelers arriving and departing
each day. More than eight million residents live within just 321 square miles,
giving us a population density of about 25,000 per square mile, which is orders of
magnitude greater than the national average. And our population increases to
ten million each workday as regional commuters funnel into the City's three
central business districts. The impact of a bioterrorism attack or an emerging
infectious disease on New York City is potentially devastating, with national and
worldwide implications.

I would Iike to emphasize the important role of the CDC in New York's City
SARS response. The CDC has shown leadership by providing public health
departments and the medical care community with up-to-date information on this
evolving international outbreak and by rapidly distributing educational materials
through its website and frequent teleconferences. The CDC's laboratory
expertise is an invaluable national resource. Health departments throughout the
country look to the CDC laboratories fo rapidly develop new testing
methodologies, and to disseminate these assays to state and local public health
laboratories. The responsiveness of CDC as our national reference laboratory
was demonstrated by the West Nile outbreak, when within six months of the
introduction of this new virus, serologic and nucleic assays were developed and
distributed to public health laboratories nationwide to expand our capacity to
monitor the rapid spread of this new virus.

However, we are concerned about the ability of CDC to continue as one of
the world’s pre-eminent public health agencies. The CDC has endured
significant budget cuts over the past decade, and its laboratories and its
expertise have been negatively impacted. Responding fo outbreaks that involve
numerous states, as well as responding to the threat of imported diseases from
overseas, requires the leadership and the experienced staff of the CDC to ensure
a coordinated local and national response. It also requires significantly more
financial resources.

The best protection against the threat of a new disease is a strong public
health infrastructure working in close partnership with the medical community. It
is more imperative than ever that our nation’s public health infrastructure be
financially supported and strengthened. In New York City, my department has



93

identified immediate needs requiring at least $104 million. These needs include
the cost of upgrading our laboratory, retrofitting our facilities for emergency use,
planning and establishing points of distribution (POD) sites for preventive mass
treatment, and equipment and computer software to enhance our capacity to
respond to chemical, biological and radiological events. In addition, our public
hospitals alone need more than $35 million to address their immediate needs to
prepare for public health emergencies. And this does not even begin to address
the financial needs of other first responders, such as fire, police, the EMS
system, and our emergency preparedness coordinators. To ensure speed and
effectiveness in the grant process, it is of critical importance that federal funding
continues to come directly to the City. The threats of terrorism and of new or re-
emerging infectious diseases will remain a concern for the foreseeable future.
Only a concerted, sustained federal investment in public health will ensure our
capability to respond and protect our communities.

Thank you for the opportunity to testify on this important matter. 1 will be
happy to try to answer any questions you may have.

it
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Mr. Chairman and distinguished members of the Subcommittee, my name is Mary C. Selecky. 1
am the Secretary of the Washington State Depariment of Health, and I am honored to be
testifying before you today as the President of the Association of State and Territorial Health
Officials (ASTHO). I would like to thank the Chair and subcommittee members for convening
this hearing on one of the most challenging issues facing the public’s health and those charged
with protecting it -- emerging infectious diseases, and specifically severe acute respiratory

syndrome or SARS.

Not a day goes by that the public is not reading or listening to a news report or warning about
SARS. While public concern mounts, federal, state, and local public health agencies working
with their international counterparts and other partners are aggressively responding to SARS.
The World Health Organization (WHO) and the Centers for Disease Control and Prevention
{CDC), in particular, are to be commended for their prompt attention to this worldwide health

emergency.

In my remarks today, I would like to make four points:

1. Substantial Congressional investments in preparedness funding have enabled states to
respond more effectively to emerging infectious diseases such as SARS.

2. Great progress has been made in enhancing public health capacity, much more needs
to be done, and sustained support is essential

3. Federal, state and local public health agencies in collaboration with their international
counterparts and other key partners are working cooperatively to address this serious

public health concern.
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4. The greatest obstacle to our efforts to combat SARS and future threats like it is the
serious workforce shortage facing health agencies at the local, state, and federal
levels. That shortage must be addressed if we hope to quickly, efficiently and

effectively respond to emerging infectious discases.

For the past two years, Congress has appropriated significant amounts of funding for public
health preparedness activities at the federal, state, and local levels. There is no doubt that these
resources have improved our ability to respond to SARS. They are particularly critical when
dealing with a new disease such as SARS, and when the case count is growing. In Washington
we currently have 26 suspect and two probable SARS cases. Public health preparedness funds
have added four epidemiologists to our state communicable disease epidemiology unit, providing
us with critical exfra capacity to respond to all the SARS guestions and to assist local health
agencies and elinicians. These same funds have been used to organize nine public health
emergency preparedness regions among our state’s 35 local health agencies. The regional leads
have also hired additional epidemiologists, and are providing leadership and support in the
response to SARS as well as in emergency preparedness. Washington State, like most other
states, is using the national Health Alert Network to disseminate official messages from the
Centers for Disease Control and Prevention (CDC) across the public health system, and through
local health agencies to physicians. Timely and accurate communications are absolutely essential

when dealing with an infectious disease outbreak.

Cooperation and collaboration among public health agencies and other key partners has been
critical to our SARS activities. Our colleagues at the CDC have done a terrific job in identifying

and tracking the epidemic. Through numerous conféerence calls, videoconference broadcasts, and
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HAN advisories, CDC has provided us with the latest information on SARS spread, infection
control guidelines, and other information critical to combating the outbreak. They have sought
and received our input and that of local health officials in the development of guidelines and
public health measures. We have used similar mechanisms to rapidly convey all SARS

information to our local health partners and clinicians.

As a former health officer for the Northeast Tri-County Health District in rural eastern
Washington State, I know first hand about the importance of the capabilities that must be in
place to assure that all citizens are protected. Local, state and federal health agencies each have

a distinet and important role to play.

As a state that borders another country, and serves as a major port of entry, Washington must
coordinate and collaborate with international health officials and with port agencies. We have
always had good communication and coordination with health officials in British Columbia, and
have increased that communication regarding SARS. We have also, with the local health agency
responsible for King County, begun meeting with port officials for Seattle Tacoma International
Airport to help them refine their eniry processes, and to assure they know what to do should they

receive a passenger who is suspected of having a communicable disease.

Let me give one example, drawn from my own experience. On March 22, a container ship
arrived in Tacoma, Washington, after visiting Singapore, Hong Kong, and Taiwan. Several of the
26 crewmembers developed non-specific upper respiratory symptoms that may have fit the
evolving SARS case definition. As the ship approached our state, my staff worked closely with

the Tacoma-Pierce County Health Department and the CDC's Division of Global Migration and
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Quarantine to plan a response. We had questions about whether the crew's symptoms were
consistent with SARS, what authority we had to board and investigate, and who had authority to
issue isolation or quarantine orders should it become necessary. We also worked with the port of
Tacoma on actions they could take to limit public contact with the ship. The owner of the ship

gave us full cooperation as we made our plans.

While CDC’s Division of Global Migration and Quarantine was helpful, their resource
limitations made it difficult to respond to all of the questions and calls for assistance pouring in
from around the country. They also were not clear about various agencies’ authority to manage
potential infernational cases of the disease. By the time the ship approached Seattle, however, we
had clarified responsibilities and developed a course of action. My staff boarded the ship,
accompanied by staff of the local health agency and the Division of Global Migration and
Quarantine. Together they examined the crew and determined that, since all were recovering
from their illness, they did not present a threat to the public. Continuing, ongoing interaction
with the Division of Global Migration and Quarantine was necessary as the ship departed
Tacoma for ports in California and Hawaii. We worked with the CDC to make sure that state
health officials in those jurisdictions were notified and could monitor the ship and its crew, We
were able fo deal effectively with this episode because public health leaders at all levels of

government and their key partners worked together.

Stories like that one are the good news. The bad news is that local and state health departments
face a serious shortage of trained public health professionals. According to a National
Association of State Personnel Executives report, states are facing up to a 40% loss in employees

due to retirements in the next 5 years, and the heslth workforce is the area in which the resulting
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shortages will be most severe. We can have all of the sophisticated equipment and tests in the
world, but without trained professionals to gather, analyze, interpret and disseminate data, our
public health syster will falter. We need to address workforce issues at the same time we
address hardware, communications capabilities, bricks and mortar, and other aspects of our

infrastructure.

SARS has highlighted some of our workforce concerns. The same public health workers who
work on communicable diseases at the state or local level are expected to respond to emergencies
-- most recently smallpox vaccinations, anthrax, and West Nile Virus. The public health nurses,
disease investigators, environmental health specialists and other public health officials who are
dealing with these other issues must also conduct investigations of suspected or probable SARS
patients, ensure the proper retrieval of specimens, and help institute control measures. Above all,
we must maintain active communication with the public. We can and do mobilize in fimes of
crisis and can borrow staff from other areas of public health - but doing this stresses the entire
system and is only possible for short periods. And the strains are not only felt at the state and
local levels. CDC also needs additional manpower to cope with ever-mounting threats and

challenges.

The last point I want to make is that despite the recent progress we have made in strengthening
our public health infrastructure to deal with diseases such as SARS and other emerging threats to
the public health, much more needs to be done. To date Washington State has investigated 28
suspect or probable SARS cases. What if we faced a situation like the one that has engulfed
Toronto and that number suddenly increased to a few hundred? We would need many more

epidemiologists to investigate all the cases and to take preventative actions. We would need
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additional communications staff to handle media and public concerns. We would need
iaboratorians, public health nurses and many more specialists. Would we have the surge
capacity to handle that number and for what period of time? Summer is fast approaching and
West Nile Virus is already on our radar screen, Can we handle SARS, West Nile Virus and the
usual food borne outbreaks at the same time? We hope so; but we recognize — and you need to
recognize -- that limited resources hamper our ability to deal quickly and effectively with the

vast array of public health challenges that face us daily.

In closing, I wish to thank Congress for the preparedness funding it has provided in the last two
years. It was a critical beginning, but this cannot be seen as a “two shot” effort. Decades of
neglect of our nation’s public health infrastructure make continued federal investments essential.
The public health community stands ready and willing to tackle SARS and other public health

concerns. We look to you to help ensure that we have the necessary resources to do our job.

Thank you for this opportunity.  would be pleased to answer any questions you may have.
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Executive Summary

The spread of SARS in the U.S. presents significant challenges for tribal, state, and local
public health authorities. Laws at each level of government may facilitate the planning,
preparation for, response to, and prevention of existing and future SARS cases. Ideally, public
health laws authorize government to employ proven powers while respecting individual rights.
As such, laws are tools for improving public health outcomes.

However, there is considerable variation among existing public health laws, particular at
the state and local levels. These laws may be antiquated, inconsistent, and fragmented. They
may not reflect the most current scientific, ethical, and legal norms or standards for public health
practice. Such laws may limit or actually interfere with effective communicable disease controls.
Not surprisingly, calls for statc public hcalth law reform have emanated from federal and state
authorities.

At the request of Centers for Disease Control and Prevention (CDC), faculty at the Center
for Law and the Public's Health developed the Model State Emergency Health Powers Act
(MSEHPA) in 2001. Introduced in whole or part in 39 states and passed in 22 states (and D.C.),
MSEHPA provides a structured, balanced approach to using law to control communicable
diseases, the spread of which may constitute a public health emergency. Additional workon a
larger “Turning Point” project to develop a comprehensive model state public health law is
ongoing, Upon completion in late 2003, this mode! law will provide a comprehensive, structural
approach for states considering extensive reform. These existing and future public health law
reforms will help improve our national public health system, and its ability to control new and

emerging threats like SARS.
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Introduction

There is perhaps no duty more fundamental to American government than the protection
of the public’s health. Protecting communal health is the quintessential goal of federal, tribal,
state, and local public health authorities. Yet, in the last decade alone, novel threats to the
public’s health have emerged. Beginning in 1999, West Nile Virus (WNV) began to spread
across the nation through mosquitoes carrying the virus from infected birds. Thousands of
persons have been infected, and several deaths (particularly among older persons) occurred. In
the ensuing weeks following the terrorism of September 11, 2001, public health and law
enforcement officials discovered that some person or group had intentionally contaminated
letters with potentially deadly anthrax spores. These letters were mailed to individuals in
government and the media in several states and the District of Columbia. Thousands of persons
were tested for exposure, hundreds were treated, and five persons died from inhalational anthrax.

In 2003, severe acute respiratory syndrome (SARS) has emerged as another serious threat
to public’s health in the United States. Unlike WNV and the anthrax exposures, persons infected
with SARS may transmit the disease to others through close human contact. Other potentiai
modes of infection are being investigated. To date, the CDC reports 348 cases of SARS in the
U.S., of which 65 are listed as probable. No deaths from the disease have oceurred domestically,
although the World Health Organization conservatively reports 643 deaths worldwide among
7,864 cases.

The underlying challenge for the U.S. public health system concerning an emerging,
infectious disease like SARS is to prevent new or recurring infections, as well as reduce
morbidity and mortality, to the fullest extent possible. From an epidemiological perspective, this
can be difficult. SARS is communicated from person to person. Persons who have been infected

may acquire the disease again [although public health professionals are investigating this



104

potential for reinfection]. There is no cure or vaccine for SARS. Effective treatment is lacking.
In less than 6 months, SARS has spread to 30 countries, largely through persons who have
traveled from infected areas. Even if the disease is largely controlled for a specified period of
time, it has the potential to flare again if adequate precautions are not taken, especially in larger
urban centers that have a regular influx of foreign travelers or returning passengers from foreign
destinations.

For these and other reasons, SARS has become a dominant focus of the nation’s public
health system. The CDC, under the outstanding leadership of Julie Louise Gerberding, MD,
MPH, has performed admirably in keeping SARS under control, State and territorial health
officers, as well as city and county health officers, have similarly responded in a professional
manner. The response of state and local health officials has been all the more remarkable given
the continuing shortage of funds for public health preparedness. Even with the influx of
additional resources for bioterrorism, states and localities still need substantial support for all the
aspects of a strong public health infrastructure, including laboratories, surveillance, data systems,
and workforce. The need for a strong public health infrastructure at the state and local level has
been a message consistently stated by the CDC and Institute of Medicine.

Federal, tribal, state, and local public health authorities have effectively utilized modern
epidemiologic surveillance and investigations to build knowledge about the diseases, project its
potential spread, and identify at-risk persons. In collaboration with the private sector (e.g.,
physicians, health care workers, hospitals, and primary care institutions), public health authorities
have worked diligently to apply a range of measures to slow, detect, and eradicate the spread of
SARS from person to person. Persons with known cases of SARS have been voluntarily isolated
from others to prevent infection. Close contacts of infected persons have been asked to limit

their exposure to others and engage a series of hygienic practices. Individuals entering the
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country [especially from known infected areas] have been targeted for potential screening or
provided information about SARS. Places where SARS may have contaminated surfaces or
other things which humans may come into contact have been temporarily closed for
decontamination.

The practice of these and other public health measures in response to SARS rely upon
existing and new legal powers at the federal, state, and local levels. Through an Executive
Order, President Bush has included SARS among a short list of diseases that the Department of
Health and Human Services (HHS) may employ limited quarantine or isolation measures.
Federal, state and local public health authorities have utilized existing laws to monitor SARS
through ongoing surveillance, investigate factors leading to the spread of the disease, determine
contacts of SARS “cases,” and implement quarantine and isolation measures. A foreign tourist
in New York City was involuntarily detained in a hospital for days because of suspected SARS
symptoms. College roommates of a suspected SARS case in Minnesota were voluntarily
quarantined for 3 days. A twelve-year old boy who likely contracted SARS from a trip to
Toronto has been isolated in Florida. Local authorities in Wisconsin charged a man with failing
to cooperate with a public health investigation of SARS. These and other examples of SARS-
related legal responses are not new to epidemic diseases. As a health official with the Wisconsin
Division of Public Health recently stated, “The ideas of isolation, quarantining, closing buildings,
prohibiting public gatherings have been around since the early 1900s. . . . Those are the basic
tools.”?

Need for Public Health Law Reform

Law has long been considered an essential tool for improving public health outcomes,

2 Associated Press, Milwaukee: State Ready for SARS, Officials Say, ST. PAUL PIONEER PRESS, 4/29/03, 1B.
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especially among state and local governments that have traditionally been the repositories of
public health powers. Statutory laws and administrative rules generally guide the activities of
public health anthorities, assign and limit their functions, authorize spending, and specify how
authorities may exercise their delegated authority. Laws can establish norms for healthy behavior
and create the social conditions in which people can be healthy.

However, obsolescence, inconsistency, and inadequacy in existing state public health
laws expose flaws and can render these laws ineffective, or even counterproductive. State public
health statutes have frequently been constructed in layers over time as lawmakers responded to
varying disease threats (e.g., tuberculosis, polio, malaria, HIV/AIDS). (To date, no state has
legislatively sought to amend its public health powers in response to SARS, although there have
been administrative changes in New York City). Consequently, existing statutory laws may not
reflect contemporary scientific understandings of disease (e.g., surveillance, prevention, and
response) or legal norms for protection of individual rights. Administrative regulations may
supplement existing statutes with more modern public health approaches, but also be limited by
original grants of delegated rule-making authority. Existing public health laws may pre-date vast
changes in constitutional (e.g., equal protection and due process) and statutory (e.g., disability
discrimination, privacy, civil rights) law that have changed social and legal conceptions of
individual rights. Public health anthorities acting pursuant to these provisions may be vulnerable
to legal or ethical challenges on grounds that their actions are unconstitutional or preempted by
modern federal or state laws.

The independent evolution of health codes across states, tribal authorities, and locales has
led to variation in the structure, substance, complexity, and procedures for detecting, controlling,
and preventing disease. Without a coordinated, national public health system, disease detection

and reporting systems, response capabilities, and training capacity differ extensively among
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jurisdictions. These differences could hamper coordination and efficient responses in a multi-
state public health emergency (perhaps involving a large outbreak of SARS). Confusion and
complexity among inconsistent state public health laws may create ambiguities that also prevent
public health authorities from acting rapidly and decisively in an emergency. Public health
authorities may be unsure of the extent of their legal authority, the chain of command during an
emergency, or the proper exercise of existing legal powers.

Reforming current state public health laws is particularly important to strengthen key
elements of public health preparedness:

Planning, Coordination, and Communication. Most state statutes do not require public
health emergency planning or establish response strategies. Essential to the planning process is
the definition of clear channels for communication among responsible governmental officials
(e.g., public health, law enforcement, emergency management) and the private sector (¢.g., health
care workers and institutions, pharmaceutical industry, NGO=s). Coordination among the
various levels (e.g., federal, tribal, state, and local) and branches (e.g., legislative, executive, and
judicial) of government is also critical. State public health laws can implement systematic
planning processes that involve multiple stakeholders. However, many public health statutes not
only fail to facilitate communication, but may actually proscribe exchange of vital information
among principal agencies due to privacy concerns. Some state laws even prohibit sharing data
with public health officials in adjoining states. Laws that complicate or hinder data
communication among states and responsible agencies could impede a thorough investigation
and response to public health emergencies.

Surveillance. Ongoing, effective, and timely surveillance is an essential component of
public health preparedness. As with SARS, early detection could save many lives by triggering

an effective containment strategy that includes reporting, testing, partner notification, and



108

isolation or quarantine. Some existing state laws may thwart effective surveillance activities.
Many states do not require immediate reporting for all the critical agents identified by the CDC.
At the same time, states do not require, and may actually prohibit, public health agencies from
monitoring data collected through the health care system. Private information that might lead to
early detection {e.g., unusual clusters of fevers or gastrointestinal symptoms) held by hospitals,
managed care organizations, and pharmacies may be unavailable to public health officials
because of insufficient reporting mechanisms or health information privacy concerns.

Managing Property and Protecting Persons. Authorization for the use of coercive
powers are the most controversial aspects of public health laws, Nevertheless, their use may be
necessary to manage property or protect persons in a public health emergency. There are
numerous circumstances that might require management of property in the interests of protecting
the public’s health C e.g., decontamination of facilities; acquisition of vaccines, medicines, or
hospital beds; or use of private facilities for isolation, quarantine, or disposal of human remains.
Consistent with legal fair safeguards, including compensation for takings of private property used
for public purposes, clear legal authority is needed to manage property to contain serious health
threats.

There may also be a need to exercise powers over individuals to avert significant threats
to the public’s health. Vaccination, testing, physical examination, treatment, isolation, and
quarantine each may help contain the spread of infectious diseases. Although most people will
comply with these programs during emergencies for the same reason they comply during non-
emergencies {1.¢., because it is in their own interests and/or desirable for the common welfare),
compulsory powers may be needed for those who will not comply and whose conduct poses risks
to others or the public health. These people may be required to yield some of their antonomy or

liberty to protect the health and security of the community.
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Recommendations for Public Health Law Reform

The federal Department of Health and Human Services (HHS), the Centers for Discase
Control and Prevention (CDC), and the Institute of Medicine (part of the National Academy of
Sciences chartered by the U.S. Congress) have each cited the need for public health statute
reform. In its November 2002 report, The Future of the Public's Health in the 21 * Century, IOM
noted that “public health law at the federal, state and local levels is often outdated and internally
inconsistent.” IOM recommended HHS appoint a national commission to provide guidance to
states in reforming their laws to meet modern scientific and legal standards.

Threats of bioterrorism and emerging infectious conditions like SARS have vaulted the
state public health law reform to national prominence. Faculty at the Center for Law and the
Public's Health at Georgetown and Johns Hopkins Universities have led two important
initiatives to reform public health laws. Following the anthrax attacks in QOctober, 2001, CDC
asked the Center to prepare draft legislation that states counld use in reviewing their existing laws
related to response to bioterrorism. and other potentially catastrophic public health emergencies.
Center faculty drafted the Model State Emergency Health Powers Act (MSEHPA) in
collaboration with national entities (i.e., National Governors Association, National Conference of
State Legislatures, Association of State and Territorial Health Officials, National Association of
County and City Health Officers, and the National Association of Attorneys General). MSEHPA
presents a modern synthesis of public health law for controlling infectious diseases during
emergencies that balances public health needs with the rights and dignity of individuals. The Act
was completed in December, 2001, and is available at the Center’s website
[www.publichealthlaw.net] (a copy of the Act is available at

http://www.publichealthlaw.net/Resources/Modellaws.htm. MSEHPA has been widely used by

state and local law- and policy-makers, health officials, and representatives in the private sector
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as a guide for considering reforms of existing legal protections. The Act has been introduced in
whole or part through legisiative bills or resolutions in 39 states, and passed in 22 states. The
National Conference of State Legislators has developed a check list of powers based on the
Model Act, which has been used in virtually all states.

Although MSEHPA was drafted as a stand-alone model act, it was previously conceived
as part of a larger, multi-year project convened by the Turning Point Public Health Statute

Modernization National Collaborative, [www hss.state.ak.us/dph/APHIP/collaborative]

(hereinafter “National Collaborative”) to develop a Model State Public Health Aet. Many of the
provisions of MSEHPA are part of this larger model act. The purpose of the National
Collaborative is to transform and strengthen the legal framework for the public health system
through a collaborative process to develop a model state public health law. Through intensive
research and consensus building among national, state, and local experts and public health
representatives, the Model State Public Health Act shall provide legislative language
concerning public health administration and practice by public health agencies at the state and
local levels. The National Collaborative, comprised of a multi-disciplinary panel of experts in
public health, law, and ethics, has already developed various portions of the multi-chapter,
comprehensive model public health act for states. The Turning Point Model Act is scheduled for
completion later in 2003, but has already been referred to or introduced in part through a state
resolution in Hawaii and a comprehensive reform bill in North Carolina.

Improving Emergency Public Health Responses Through Law:
The Model State Emergency Health Powers Act

MSEHPA provides a modern illustration of a public health law for controlling infectious
diseases like SARS during emergencies that balances the needs of public health with the rights

10
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and dignity of individuals. Though developed quickly following the anthrax exposures in the Fall
2002, the Act’s provisions and structure are based on existing federal and state laws and public
health practice. Existing state public health laws were used as model approaches for key areas in
the Act.

MSEHPA includes a modem series of legal provisions that equip public health authorities
with necessary powers to respond to catastrophic public health emergencies while also respecting
individual and group rights. The Act vests state and local public health authorities with modern
powers to track, prevent, and control disease threats resulting from bioterrorism or other public
health emergencies. These powers include measures {e.g., testing, treatment, and vaccination
programs; isolation or quarantine powers; and travel restrictions) that may infringe individual
civil libertics (¢.g., rights to due process, speech, assembly, travel, and privacy). However, the
exercise of these powers is restricted in time, duration, and scope. Coercive public health
powers, particularly isolation and quarantine, are exercised on a temporary basis, only so long as
reasonably necessary, and only among persons who justifiably may pose risks to others because
of their contagious conditions. In addition, the dignity of individuals is respected. For example,
their rights to contest the coercive use of public health powers, even during an emergency, are
secured.

Although some have suggested that MSEHPA sets forth new and expansive powers for
public health authorities, this is actually not the case. The Act does not create new powers for
public health authorities; each of the Act’s provisions are based on existing theory and practice of
public health law. Rather, MSEHPA organizes and modernizes these legal powers to facilitate a

coordinated approach to public health emergency response.

11
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Central Purposes. MSEHPA addresses each of the key elements for public health

preparedness discussed above. Among its central purposes, the Act:

A

Sets a high threshold definition of what constitutes a “public health emergency” [Article
I

Requires the development of a comprehensive public health emergency response plan that
includes coordination of services, procurement of necessary materials and supplies,
housing, feeding, and caring for affected populations, and the administration of vaccines
and treatment [Article IIJ;

Authorizes the collection of data and records and access to communications to facilitate
the early detection of a health emergency [Article Hi};

Vests the power to declare a public health emergency in the state governor, subject to
appropriate legislative and judicial checks and balances [ Article IV];

Grants state and local public health officials the authority to use and appropriate property
to care for patients, destroy dangerous or contaminated materials, and implement safe
handling procedures for the disposal of human remains or infectious wastes [Article V],
Authorizes officials to care and treat ill or exposed persons, to separate affected
individuals from the population at large to prevent further transmission, collect
specimens, and seek the assistance of in-state and out-of-state private sector health care
workers during an emergency [Article VI]; '

Requires public health authoritics to inform the population of public health threats
through mediuwms and language that are accessible and understandable to all segments of
the population [Article VII]; and

Authorizes the governor to allocate state finances as needed during an emergency, and
creates limited immunities for some state and private actors from future legal causes of

action [Article VIII].

Public Health Emergencies. Most of the public health powers granted to state and local

public health authorities through MSEHPA are triggered by the governor’s declaration of a

public health emergency in response to dire and severe circumstances. A declared state of

12
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emergency terminates as soon as the health threat is eliminated, or automatically after 30 days,
unless reinstated by the governor or annulled through legislative or court action. Bioterrorism
events involving intentional efforts to spread infectious diseases may present a scenario for a
declaration of emergency. Public health emergencies can also arise through the spread of
emerging infectious diseases, like SARS, through unintentional means. MSEHPA covers either
scenario under its inclusive definition of what constitutes a “public health emergency,”
summarized as (1) the occurrence or imminent threat of an illness or health condition, caused by
bioterrorism or a highly fatal biological toxin or novel or infectious agent (that was previously
controlled or eradicated) that (2) poses a high probability of a significant number of human
fatalities or incidents of serious, permanent or long-term disability in the affected population.
Some civil libertarians and others have objected to the Act’s emergency declaration,
They view the declaration of a state of emergency as an authorization for public health anthorities
to do virtually anything to abate the existing threat. This includes infringing individual rights in
the interests of protecting public health. Indubitably, during an emergency, certain civil liberties
may need to be restricted as compared to the exercise of these rights in non-emergencies. Yet,
the Act specifically protects individual interests from authoritarian actions in government. The
governor of a state may be empowered to declare a state of public health emergency, but the
legislature, by majority vote, may discontinue the declaration at any time. Similarly, courts may
review whether a governor=s actions fail to comply with the standards and procedures in
MSEHPA. Thus, each branch of state government has a role in sustaining an emergency

declaration consistent with constitutional principles of checks and balances.
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Furthermore, the provisions of MSEHPA better protect individuals than most existing
state laws. Under the Act, a public health emergency is viewed as a distinct event that requires
specific governmental responses. The Act sets a very high threshold for the declaration of a
public health emergency and further conditions the use of a defined and limited set of powers on
the declaration and continuation of the emergency status. In many state public health laws,
however, there arc no definitive statutory criteria for the declaration of a public health
emergency. Rather, existing state emergency management laws may be used to broadly address
public health emergencies. Declaring a general state of emergency in response to a bioterrorismt
event may allow government to act in indeterminable ways to address the public health threat.
Lacking effective statutory guidance, public health authorities may have to rely on existing,
antiquated statutory laws, or regulations that are hastily created in specific response to potential
or unknown threats.

Information Sharing and Surveillance Measures. MSEHPA enhances existing state
surveillance and reporting practices to facilitate the prompt detection of a potential or actual

threat by requiring:

. Health care providers to report cases of bioterrorist-related or epidemic diseases that may
be caused by any of the infectious agents listed in federal regulations or other non-listed
agents,

. Coroners and medical examiners to report deaths that may have resulted from an

emerging or epidemic infectious disease or from a suspected agent of bioterrorism;
. Pharmacists to report unusual trends in prescriptions for antibiotics and other medications
used to freat infectious diseases in addition to substantial increases in the sale of various

over-the-counter (OTC) remedies; and

. Veterinarians or veterinary laboratories to report animals having or suspected of having
any diseases that may be potential causes of a public health emergency.

14
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Reports are to be made within 24 hours to the appropriate health authority, and should
contain identifying information about the reporter and subject of the report. Upon receiving a
report, public health officials can use the information to ameliorate possible public health risks.
They may contact and interview individuals mentioned in the report and obtain names and
addresses of others who may have been in contact or exposed to the individual. The Act
encourages the sharing of this data among public safety and emergency management authorities
at the federal, state, local, and tribal levels to prevent, treat, control, or investigate a public health
emergency. To protect individual privacy, officials are restricted from sharing any more
information than necessary to control or investigate the public health threat. Stricter regulations
in the Act govern access to the medical records and charts of individuals under quarantine or
isolation where individual privacy interests may be heightened.

Marnaging Property. Once a public health emergency has been declared, MSEHPA
allows authorities the power to seize private property for public use that is reasonable and
necessary to respond to the public health emergency. This power includes the ability to use and
take temporary control of certain private sector businesses and activities that are of critical
importance to epidemic control measures. To safely eliminate infectious waste such as bodily
fluids, biopsy materials, sharps, and other materials that may contain pathogens or otherwise pose
a public health risk, authorities may take control of landfills and other disposal facilities. To
assure safe handling of human remains, officials may control and utilize mortuary facilities and

services. They are also authorized to take possession and dispose of all human remains. Health
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care facilities and supplies may be procured or controlled to treat and care for patients and the
general public.

Whenever health authorities take private property to use for public health purposes,
constitutional law requires that the property owner be provided just compensation. That is, the
state must pay private owners for the use of their property. Correspondingly, the Act requires the
state to pay just compensation to the owner of any facilities or materials temporarily or
permanently procured for public use during an emergency. Where public health authorities,
however, must condemn and destroy any private property that poses a danger to the public (e.g.,
equipment that is contaminated with anthrax spores), no compensation to the property owners is
required although states may choose to make compensation if they wish. Under existing legal
powers to abate public nuisances, authorities are able to condemn, remove, or destroy any
property that may harm the public’s health.

Other permissible property control measures include restricting certain commercial
transactions and practices {(e.g., price gouging) to address problems arising from the scarcity of
resources that often accompanies public emergencies. MSEHPA allows public health officials to
regulate the distribution of scarce health care supplies and to control the price of critical items
during an emergency. In addition, authorities may seek the assistance of health care providers to
perform medical examination and testing services.

Protection of Persons. Section 601 of MSEHPA states: “During a state of public health
emergency, the public health authority shall use every available means to prevent the
transmission of infectious disease and to ensure that all cases of contagious disease are subject to

proper control and treatment.” MSEHPA allows public health authorities to ask any person to be
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vaccinated or submit to a physical exam, medical testing or treatment, or provide a biological
sample. Each of these measures may be needed to assist the individual and evaluate the
epidemiologic consequences of an emerging condition during an emergency. These measures
may be taken without any form of due process {e.g., right to a hearing) because individuals are
free to choose to participate or not. Any person who may be impacted by the declaration of the
public health emergency that gives rise to systematic vaccination or testing programs may
challenge the basis for declaring the emergency in court.

Although participation in vaccination, testing, or treatment programs is voluntary, those
who choose not to participate and whose contagious condition may pose risks to others may be
subject to isolation or quarantine measures. The Act’s quarantine and isolation provisions may
be used to limit the freedom of individuals cxposed to or infected with a contagious discase,
respectively, to circulate in the general public. Quarantine and isolation are classic public health
powers. During non-emergencies, their practice is typified by limiting the transgressions of a
very small number of persons whose behavior may lead to infecting others with a serious,
contagious disease (like SARS) or other potential harms. During a public health emergency,
where potentially thousands of persons are exposed or infected with a contagious disease, the use
of quarantine or isolation powers may be widespread to protect community populations.

MSEHPA attempts to balance the welfare and dignity of individuals with communal
interests in implementing quarantine or isolation measures. Accordingly, public health
authorities must: (1) use “the least restrictive means necessary to prevent the spread of a
contagious or possibly contagious disease to others.” Arbitrary or discriminatory quarantines

will not satisfy this standard; (2) maintain safe, hygienic conditions for persons in isolation or
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quarantine that minimize the risk of further disease transmission; (3) provide adequate food,
clothing, medication, health care, means of communication, and other necessities; and (4) adhere
to strong due process protections for affected individuals.

Except where failure to quarantine or isolate persons immediately may significantly
jeopardize the health of others, public health officials must obtain a court order before
implementing these measures. The court can approve the use of isolation or quarantine only if
the public health authority can show the measures are reasonably necessary to prevent or limit the
transmission of a contagious or possibly contagious disease to others. Persons or groups subject
to quarantine or isolation must receive written copies of orders accompanied by an explanation of
their rights. They are entitled to be represented by counsel at individual or collective hearings to
challenge the order generally or the conditions, terms, and tredtmcnt of their confinement. Even
in cases of immediate quarantine or isolation, a court order must promptly be sought as soon as
possible.

Private sector HCWSs are encouraged to assist in vaccination, testing, examination,
treatment, quarantine, and isolation programs. The Act allows public health authorities o
condition future licensing status of in-state HCWs on their providing assistance (where possible),
and to waive licensing requirements for out-of-state HCWs who are willing to help. Thus, the
Act does not compel any private HCW to participate in public health measures during an
emergency. It does provide some strong incentives to encourage participation because of the
critical role of private sector HCWSs during a public health emergency.

Health Information Privacy. In the events leading to or during a public health

emergency, MSEHPA envisions the need for a wide variety of federal, state, and local actors in
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the public and private sectors to share information that may relate to an individual’s health status.
Private sector HCW's may need to report identifiable health data to local public health
authorities who may need to share this data with state and federal authorities to respond to a
potential threat. Although there is a strong need to share such data for public health purposes,
MSEHPA respects the privacy interests of individuals conceming their health data. The Act (1)
limits the amount of information that may be conveyed to that which is necessary to respond to
the public health emergency; (2) limits access to such data during an emergency to those persons
having a legitimate need to acquire or use the information to provide treatment, conduct
epidemiologic research, or investigate the causes of transmission; and (3) prohibits most
disclosures outside the public health context.

Additional privacy protections originally set forth in the Model State Public Health
Privacy Act [www.critpath.org/msphpa/privacy.htm] and to be replicated in the comprehensive
Model State Public Health Act supplement the provisions of MSEHPA.

Conclusion

Preparing for existing and future public health threats like SARS in the United States
requires a strong national public health infrastructure. Federal, state, tribal, and local public
health authorities must collaborate with public and private sector partners in preparedness
planning and emergency responses. Working to improve public health detection, prevention, and
response capabilities requires effective training, additional resources, use of existing and new
technologies, and public health law reform. Inadequacies in existing state public health laws can
fail to authorize, or may even thwart, effective public health action. Law reform is needed to

improve public health planning, detection, and response capabilities.
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MSEHPA (and a forthcoming comprehensive model public health law) present a modern
statutory framework of public health powers that allows public health authorities to better plan,
detect, manage, and control public health emergencies. The provisions of the Act are balanced
against the need to safeguard individual rights and property interests. Reaching this balance is
not easy. Tradeoffs are inevitable. Legal reform may not be a panacea for the unforeseeable
conflicts between individual and community interests that may arise from emerging threats like
SARS. There continue to be sharp debates about the extent to which the state should restrict
individual rights to safeguard the public’s health and safety. Finding an acceptable balance that
allows government to fulfill its duty to protect the public’s health while respecting individual
rights is a worthy goal. Ultimately at stake is the health of each individual, protected through a

public health system that rclics upon each porson’s contribution to the larger whole.
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Statement Of
BRUCE R. CORDS, PhD
Vice President
Environment, Food Safety & Public Health
Ecolab Inc.
St. Paul, Minnesota

Good morning, Mr. Chairman and Members of the Committee. Thank you for the
opportunity to speak to you regarding our company’s response and challenges
related to the global SARS crises.

My name is Bruce Cords. | am currently Vice President of Food Safety and
Public Health for Ecolab, headquartered in St. Paul, Minnesota. | hold a Ph. D. in
Microbiclogy and | am responsible for food safety and public health technology
strategies across all Ecolab divisions. In this role, 1 have had the lead technical
responsibility for the company’s response to the SARS crises.

As a world leader in sales of premium commercial cleaning and sanitizing
products, systems and services, Ecolab is in nearly 170 countries with global
sales of $3.4 billion last year. Among other things, Ecolab’s expertise is in the
practical application of disinfection and cleaning technology to help manage and
respond to exposures in the workplace and in a wide variety of community
environments. They include healthcare facilities, schools, lodging, restaurants,
food-processing facilities, military installations and public transportation.

Qur customers, worldwide, depend on Ecolab to provide advice, products and
systems to address problems with infectious diseases such as SARS. As the
outbreak of SARS was peaking, in March and April, many international hotel
chains asked for help to make sure that they had the latest training and
information fo deal with the SARS virus. ‘

We continue to receive numerous information requests regarding SARS from
both customers and industry officials. We have been closely monitoring the
situation via the World Health Organization (WHO) and the Centers for Disease
Control {CDC). There is still much to be leamed and until many of the open
questions have been answered we can only make recommendations based on
the best available scientific information from sources such as the CDC and the
World Health Organization. As an aside, Dr. Gerberding and her staff at the
CDC have done an excellent job of regularly updating the public and health
officials on the global status of outbreaks and any new information on the virus
and its epidemiology

The SARS virus appears to spread primarily by close person-to-person contact.
Most cases of SARS have involved people who cared for or lived with someone
with SARS, or have direct contact with infectious material {for example,
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respiratory secretions) from a person who has SARS. Potential ways in which
SARS can be spread include touching the skin of other people or objects that are
contaminated with infectious droplets and then fouching the nose or mouth.

Initially, experts believed that the virus would survive for only a few hours on
environmental surfaces. More recent information from the Chinese University of
Hong Kong suggests that the virus may survive for days on environmental
surfaces. Some examples include:

» Plastered Wall (24 - 36 hours)
s Plastic Surface (36 - 72 hours)
= Stainless Steel (36 - 72 hours)
* Paper File Cover (24 - 36 hours)

This possibility places more importance on cleaning and disinfection of potentially
contaminated surfaces.

Examples of questions we are receiving include:

1. If we suspect a hotel room has been occupied by a SARS infected
person, what cleaning and disinfection procedures should be followed?

2. What hand care products and procedures are effective against the
SARS virus?

3. How do you inactivate SARS on carpet and upholstery?

4. What are recommended cleaning and disinfection procedures for an
airplane that has arrived from a country with active SARS infections?

As you may know, the U.S. EPA has not approved any commercial product
claims against the SARS virus. Consequently, we have followed the general
recommendations provided by the CDC. To prevent the spread of the disease,
the CDC specifically recommends:

1. Aggressive handwashing and the use of an alcohol gel hand sanitizer
containing 60% — 95% denatured ethanol or isopropanol.

2. Disinfection of environmental surfaces such as faucets, handrails,
restrooms, elevators and other surfaces touched by multiple
individuals, with an EPA-registered Hospital Disinfectant.

We have provided our customers with this information through direct contact with
our district managers and technical support staff and have also made the
information available on our public website, www.ecolab.com. The information
provided includes:
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. General information on how the virus may be spread

Ecolab hand care and disinfection products which are consistent with
CDC recommendations

Spegcific decontamination procedures for different institutional settings.

] want to emphasize that simply identifying products does not provide the user
with the “how to” guidance they need. For example, in response to the earlier
referenced question “if we suspect a hotel room has been occupied by a SARS
infected person, what cleaning and disinfection procedures should be followed?”,
our response was as follows:

Cleaning personnel should wear a respirator or surgical mask rated by
NIOSH at N95 or higher.

Cleaning personnel should wear disposable gloves while cleaning the
room.

Frequently touched surfaces such as light and air control switches,
faucets, toilet flush levers, door knobs, and TV and radio controls
should be treated with an EPA-registered Hospital Disinfectant.

All surfaces in the bathroom that may have contacted respiratory
secretions, urine, or feces should also be disinfected.

Laundry should be handled while masked and gloved, placed in a
laundry bag, kept separate from other laundry, and laundered at a
minimum temperature of 160°F (71°C) for a minimum of five (5)
minutes.

Gloves should be discarded after use.

Hands should be washed with soap and water or an alcohol-based
hand sanitizer after glove removal.

As mentioned earlier, no commercial products carry a claim of efficacy against
this virus. Today, the CDC recommendations are based on extrapolation of data
to other related viruses. Ultimately, products must be tested against the virus
and products, which carry an efficacy claim against this virus, would provide the
highest degree of confidence in performance.

For this to occur will require:
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* Areliable method for enumeration of the virus must be developed. (It
is my understanding that the CDC is working in this area);

= EPA must approve a protocol for testing commercial products against
the virus or a surrogate virus,

* During the recent Foot and Mouth disease and Anthrax threats, Ecolab
worked closely with EPA to expedite product approvals. Likewise, we
look forward to EPA working to expedite approvals for products
effective against SARS so that these products are available should the
virus reappear in the United States.

in summary, based upon the latest scientific information, and working with
appropriate government authorities, Ecolab will continue to provide our global
customers with information on products and best practices to prevent the spread
of this disease.

Thank you for your attention.
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PREPARED TESTIMONY OF VICKI GRUNSETH
Chair, Metropolitan Airports Commission

SARS: HOW EFFECTIVE IS THE STATE AND
LOCAL RESPONSE?

Hearing of the
Permanent Subcommittee on Investigations
Governmental Affairs Committee
United States Senate
May 21, 2003

Mr. Chairman and Members of the Subcommittee:

I'm Vicki Grunseth, Chair of the Metropolitan Airports Commission in
Minneapolis. The Commission operates the Minneapolis-St. Paul
International Airport and six reliever airports in a seven-county region of
Minnesota. The size of our airport system is noteworthy. Minneapolis-St.
Paul International is the 8™ busiest airport in America and 12" largest in
the world. In 2000, more than 37 million passengers traveled through the
airport, and we accommodated more than a half million takeoffs and
landings. Usage has declined slightly in the last couple of years but is
beginning to increase again.

Thank you for the opportunity to appear today. Severe Acute Respiratory
Syndrome (SARS) is obviously a major concern for airports as well as
airlines. The aviation industry provides a vital link between people,
businesses and economies worldwide. We want to make sure that link is
not compromised by SARS or other communicable diseases. It is difficult
to gauge the full impact of SARS on the aviation industry, given the timing
of the outbreak amid war in the Middle East, recession at home, and the
ongoing fallout of the 2001 terrorist attack on America. There can be no
doubt, though, that the impact is severe.

The airport is like an artery through which people and things pass into the
heart of the country. Most of the things that flow through that artery are
good; many, in fact, are critical to our economic strength. But threatening
things can also flow into Middle America through the airport artery,
including potentially life-threatening viruses like SARS. If we don't act
swiftly o stop them, they can wreak havoc in the Heartland and throughout
our nation.



126

SARS is of particular concern to Minneapolis-St. Paul International, given
our strong partnership with Northwest Airlines, a leading provider of air
service to Asia. The Twin Cities are fortunate to be the headquarters of
Northwest, the nation's fourth-largest carrier. MSP is one of three North
American hubs for Northwest.

Stopping SARS is important to us first and foremost from a public health
consideration. it is also important to us from an economic standpoint. It's
not enough that we stop SARS. We need to ensure that the traveling
public has the information they need to feel safe while flying.

I want to speak for a few minutes about the Metropolitan Airports
Commission's role in responding to SARS. Next, | want to highlight the
airlines' efforts to combat the spread of the disease. And finally, | want to
address the assistance the collective aviation community has received
from the Federal Government.

In many respects, Minneapolis-St. Paul International Airport operates like a
municipality. We have our own police, fire and 9-1-1 communications
departments. Each of our firefighters is a trained emergency medical
technician. Typically, airport fire and police personnel are the first to
respond to health emergencies at the airport. When news of SARS
emerged, therefore, we wanted to ensure we could protect our ‘first
responders’ and all those who come tfo the airport for work or travel.

Consider the population of people potentially threatened by SARS at our
airport. On average, 100,000 travelers pass through Minneapolis-St. Paul
International each day. That's not counting all the colleagues, family
members and other well-wishers who drop travelers off and pick them up
at the facility. Then there the thousands of pecple who work at the airport
and are potentially at risk: more than 17,000 airline employees, 3,500 food
and retail workers, 2,200 ground transportation providers, 1,400 Federal
agency staff, and 540 Airports Commission employees. Clearly, the
potential for spread of infection is enormous if we don't respond effectively
to diseases like SARS.

We had an existing protocol for dealing with infectious disease. That
protocol includes all the normal precautions such as use of eye protection,
surgical face masks and gloves when responding to calls in which
infectious disease is suspected. We also called upon Dr. Tom Jetzer, a
physician on contract to the Airports Commission. Dr. Jetzer provides
ongoing medical training to airport firefighters and serves as a consuitant
for emergency health information. He acts as a local liaison with officials

2
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from the Federal Centers for Disease Control and Prevention (CDC). And
he reviews airline plans for responding to SARS.

Take, for example, Northwest Airlines. Northwest accounts for about 80
percent of all operations at MSP -- including service to Asia. Northwest
screens passengers at ticketing and boarding areas in affected areas,
such as Hong Kong, China, Singapore and Taiwan. Airline representatives
ask passengers whether they have experienced SARS-like symptoms and
whether they have been in contact with infected persons during the last 10
days. If travelers have, they are referred to a medical facility to be
assessed as to their suitability to fly.

The same goes for passengers anywhere who appear obviously sick with
SARS symptoms: if travelers are suspect, they must be checked.
Otherwise, they don't get on a plane. The airline conducts additional
cleaning of ticket and passenger counters in affected regions -~ and of
aircraft restrooms -- with a CDC-approved disinfectant.

If anyone exhibits SARS-like symptoms during flight, they are isolated from
other passengers as much as possible. They are given a surgical mask to
wear, and any flight attendants who help that traveler also wear masks and
plastic gloves. Any aircraft that may have carried a possible SARS victim
is subject to additional cleaning and disinfecting.

It is important to note that not a single case of SARS has been transmitted
on airline flights since the World Health Organization recommended in late
March that passengers from affected natfions be screened. The World
Health Organization's leadership, together with swift Federal action and
cooperation from the aviation community, has effectively minimized the
potential transmission of SARS on aircraft.

Working with international health officials, the Federal Government has
provided valuable resources to help airlines like Northwest and airports like
MSP prepare for and respond to suspected SARS incidents.

First, we benefit from information from the Centers for Disease Control and
Prevention. Like most Americans, we first heard about SARS through
stories in the news media. Within days, though, we had access to reliable,
science-based information through the CDC. The CDC Web site, in
particular, serves as a clearinghouse for reliable SARS-related information.
The site specifically addresses issues regarding SARS and air travel. It
advises travelers and provides information that enables airports to develop
a higher awareness of the disease and its potential threat.
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Many of you may have visited the site yourselves. Commission staff does
so frequently to ensure we always have complete, accurate, up-to-date
information on the disease. That information was particularly useful in
verifying that the protocol we had in place for dealing with infectious
disease was appropriate in the case of SARS.

We also found very useful information from the World Health Organization,
which was communicated to us through the Transportation Security
Administration and through our trade association, Airports Council
International-North America {(ACI-NA).

The second and perhaps most important resource is the Federal staff
assigned to the airport specifically to respond fo the SARS threat. Initially,
when the disease was identified, Immigration officials provided information
to ftravelers arriving from affected nations and screened arriving
passengers for symptoms of the disease.

On April 16, the CDC assigned a staff member to MSP as a central
resource for SARS information and planning. The CDC has maintained
staff at MSP on a rotating basis since that time, and our understanding is
that they will remain here for the duration of this crisis. Their presence has
been pivotal to our SARS response efforts.

CDC representatives have worked with the Airports Commission, the
airlines, Customs and Border Protection staff, and others from the
Department of Homeland Security to standardize response procedures. In
addition, the CDC has provided around-the-clock phone support from a
quarantine supervisor based in Chicago.

Finally, the CDC has worked with our trade organization, Airports Council
International - North America, to provide information. By working with ACI-
NA through on-going teleconferences and information alerts, CDC helps
ensure that airports across the United States receive uniform, consistent,
aviation-specific information regarding SARS.

How has the process worked? Let me give you an example. Several
weeks ago, an infant on a Northwest flight exhibited symptoms of SARS,
including a fever, coughing and diarrhea. The infant was on its way from
Beijing to Minneapolis. The CDC was contacted and requested that the
infant be taken directly to a hospital upon landing. An ambulance was
waiting at the airport to transport the child. Other travelers on the plane
were ask to fill out contact cards so health officials could follow-up if
physicians concluded the infant had SARS.
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It turned out the infant had a common respiratory virus, not SARS. But
officials were prepared. They acted in a coordinated fashion. And they
tock steps necessary to safeguard the traveling public.

Our efforts are ongoing. Today, MSP's Airline Managers Council is
meeting with Dr. Jetzer and a CDC representative to review the SARS
protocol at our airport. We want to identify any remaining questions and
concerns . . . and fo ensure that the entire airport community continues to
be vigilant, share information and act cooperatively.

The Metropolitan Airports Commission is very grateful for the assistance
provided by the CDC. Health officials are still learning about SARS, and
the aviation community must be prepared to modify our procedures swiftly
and collectively as new information becomes available. Federal interaction
and coordination is key to our ability to respond effectively.

Can the process be improved? Internally, the threat of SARS has served
as a reminder for airport police and firefighters to be prepared and to follow
the protocol: have gloves, masks and goggles on hand at all times both for
emergency workers themselves and for their patients. We don't know
what's going to flow into the airport artery but, whenever possible, we want
to stop harmful things from flowing out of it.

It's possible the CDC or other Federal health officials could have
communicated directly with airports sooner, instead of several days after
news of SARS appeared the media. It certainly would have be helpful if
information had been immediately available. Generally, though, we are
very pleased with the level of assistance received to date. We hope we
can count on a similar level of service in the future.

Again, thank you for the opportunity to address you today. I'd be pleased
to answer any guestions you may have.
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Department of Health and Human Services
Fiscal Year 2003
Public Health Emergency Preparedness and
Hospital Preparedness Funding
by State, Selected Municipalities, Territory
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Department of Health and Human Services

Fiscal Year 2003
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Institute Commentary 020, April 2003

Now to Confront A Greater Enemy

for Homeland Security

Operation Iraqi Freedom demonstrated once again the unparalleled organizational and
technological strengths of the American military and that of its coalition partners to
eliminate a threat to international stability. Ironically, in the reopening of a second
front--humanity’s most enduring struggle against disease--similar strengths are clearly
lacking, though the threat is as equally menacing. As allied efforts in Iraq shift from
fighting to rebuilding, indicating a successful campaign moving towards a conclusion,
the efforts to prevent Severe Acute Respiratory Syndrome (SARS) may be far from
over, Operation Iraql Freedom resulted in 162 deaths, both combat-and accident-
related. According o the World Health Organization (WHQ), the SARS virus has resulted
in 251 deaths - all noncombatants. SARS (Severe Acute Respiratory Syndrome) has
now resulted in 4288 probable cases across 27 countries and six continents.z Ironically,
the advantages seen in the Iragi conflict are not necessarily replicated in the fight
against the virus, which Nobel Laureate and microbiologist Dr. Joshua Lederburg refers
to as, "The single biggest threat to man's dominance on the planet.”

Thesea two battles reveal rather glaring inequities in preparedness, training and
resources between two sectors designated to defend America - the military and public
health. A myriad of federal defense agencies perform continual surveillance of the
trafficking of technology for Weapons of Mass Destruction, military build-ups and
movements of known terrorists. Yet our national security efforts against microbial
threats are dependent upon comparatively rudimentary, technologically unsophisticated
and frequently disconnected platforms of disease intelligence gathering and sharing at
the local and state levels. Globally, our international disease surveillance depends upon
voluntary rather than compulsory reporting to the WHO. In the case of SARS, the
Chinese government deliberately delayed reporting cases that occurred as far back as
November - and continues to obfuscate the facts regarding disease incidence -
increasing the level of difficulty in projecting and preparing for the global impact of this

Permanent Subcommittee on Investieations
EXHIBIT #5




139

A Tip of the Hat to TSA Page 2 of 3

disease,

The US military was praised for its flexibility and rapid accommodation to an evolving
military situation on the battlefield of Iraq. The public health system writ large - the
complex and nonsystematized aggregate of government public heaith agencies,
hospitals, medical professionals, laboratories, emergency responders and others that
daily fight the wars against iliness and disease - lacks a similarly robust strategic
planning and Implementation process to support an immaediate response to a unique
and evolving health threat - one that ultimately can impact global populations in large
numbers.

The three-week "Gulf War II" saw significant debate regarding the numbers of troops
deployed to the Iragi theater. Comparatively few work within the ranks of public health
- the mean number of employees across approximately 3,000 local agencies nationwide
is only thirteen. Hardly a force sufficient to sustain a prolonged response involving
tracking and investigating suspected cases of disease associated with the growing
threat of microbes that, through global climatic and ecological changes; increasing
population density; overuse of antibiotics; mass international migration; and natural
genetic microbial shifts have contributed to the emergence of at least thirty new
diseases iIn the past two decades.

We witnessed the success of many joint missions across the multiple US branches of
service and with coalition forces. However, our public health agencies have had woefully
little interaction, planning and practice with other critical community-based emergency
responders. As we learned through the anthrax attacks, the abundance of response
plans (hospital plans, health department plans, fire department plans and so forth) and
the proprietary culture of the various responder groups, contribute to the challenge of
mounting an integrated and efficient response to a WMD attack or mass casualty event.

No military operation commences without clearly articulating the rules of engagement.
The public health equivalent often has relied upon a nationally uneven mix of federal
guidance and local practices. But, in the absence of medical countermeasures and
vaccines, the efficacy of isolation, self-confinement and quarantine to contain the SARS
epidemic- now multiple generations of disease later- must wrestle beyond theoretical
models towards readily implementable strategies to reduce active viral transmission.

The conclusion of a military mission is followad by an after-action analysis. This review
contributes to the success of subsequent missions, supports the justification for
acquiring additional tools and resources, and provides insight into expanded training
requirements, The public health community rarely has embraced post-outbreak
assessment and review. The battles against current and future disease threats demand
that we illumninate our shortcomings and so that we may build our capacities wisely.

Many have written about the Iraqi conflict as a pivotal point in US foreign relations. Our
response to SARS will be no less a defining moment in history, We have a well-trained
and well-equipped military to defeat nation states with the capability of producing and
deploying biclogical agents as weapons against humanity. Qur response to naturally
occurring biological threats can be no less resourced, no less equipped with tools of
detection, surveillance and early intelligence, and no less practiced in decision-support
and the implementation of actions. This nation's ability to meet the threat of terrorists
as well as newly emerging diseases is now clearly a matter of 21st century national
security,
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1. WHO 23 Apr 2003

(Dr. Elin Gursky is Senior Fellow for Biodefense and Public Health at the ANSER Institute
for Homeland Security.)

Description of Institute

The ANSER Institute for Homeland Security is a nonprofit public-service research
organization dedicated to examining a new set of national security challenges. Initiated
and funded by ANSER's Board of Trustees in October 1999, and formally established in

April 2001, the Institute believes preparing for these new challenges will require a
determined, integrated effort at every stage of the process: deterrence, prevention,
preemption, crisis management, consequence management, attribution and response.

© 2002 ANSER Institute for Homeland Security
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SARS AND ITS IMPLICATIONS

FOR U.S. PUBLIC HEALTH POLICY —

“We’ve Been Lucky”

evere acute respiratory syndrome (SARS) is a new and serious public

health threat.

Much like the anthrax attacks of 2001 or the current

national asthma epidemic, the recent SARS outbreak provides a “real time”

example of the complex challenges facing the U.S. public health system - the

network of local, state and federal health agencies that collectively are

responsible for disease prevention, response and control in America.

What is SARS?

SARS is a life-threatening respiratory illncss
that has been reported in Asia, North
America, Eurape, South America and Africa
and has already infected thousands of peo-
ple worldwide and has caused hundreds of
deaths, In fact, on May 7, 2003, the World
Health Organization (WHO) concluded
that approximately 15% of those infected
with SARS will die.!

SARS is puzzling government officials and
scientists around the globe, constraining
wravel, producing economic chaos, and
creating widespread fean The health
community still has many unanswered
questions about the progression and recov-
ery of the virus® Presenily, there is no
known effective ireatment.

SARS symptoms generally begin with a
tever greater than 100.4F (>38.0° C) and
may inchude headache, body aches and a

generalized feeling of discomfort.
Some people also experience mild respiratory
symptoms.  After two 0 seven daw, SARS
patients may develop a dry, nonproductive
cough and worsened respiratory symptoms that
may progress to the point where insufficient
oxygen is getting to the blood, In 10% to 20%
of cases, patients will require mechanical vend-
Tation. The most severe cases end in death.

Transmission of the disease appears to involve
close human-to-human contact, predomi-
nately through aerosol droplets {e.g cough-
ing or sneezing). Although not yet confirmed
by scientists, it s possible that SARS may be
spread more broadly thirough the air or by
contact with infected surfaces. At this point,
5o one can predict how far the disease will
spread and how much higher the human toll
willbe. Health professionals are unsure if this
outbreak will be contained or is likely to
become the next global pandemic,

Permanent Sub ittee on In

EXHIBIT #6




THE LOW NUMBER OF
SARS cases IN THE U.S.
SEEMS TO BE “THE GOOD

LUCK THAT WE HAVE
NOT HAD THE RIGHT
COMBINATION OF
SOMEONE WHO IS
HIGHLY INFECTIOUS
AND INADEQUATELY
PROTECTED PUBLIC
HEALTH PERSONNEL.”
— CDC Director

Julie Gerberding as
reported in

The New York Times

142

The Public Health

Response

' l S and international public health officials are working urgently
. e and coliaboratively to address the SARS outbreak. Consulting
with the World Health Organization (WHO), the Centers for Disease Control

and Prevention (CDC) has been the lead government agency responsible for

coordinating the U.S. response.

To date, the response of the CDC to the global SARS epidemic is testament to
why a coordinated public health game plan can and will save lives.
At the same time, however, it is important to note that SARS has barely
touched U.S. shores, so the preparedness of the entire public health system —

local and state health departments, hospitals, and laboratories — remains

largely untested.

Yet, the SARS outbreak also has demonstrat-
ed just how easily health care systems can be
overwhelmed by the demands for patient
screening and care, particularly with the
specialized infection control requirements
that come with an infectious respiratory ill-
ness. Similarly, the disease has resulted in
troubling questions about how and when
travel and commerce should be constrained
in the context of communicable disease. On
both the domestic and international level, a
great deal more work must be undertaken
to develop appropriate policies, define
authorities and design strategies for con-
taining a global epidemic.

While scientists are rapidly working to
develop vaccines, pharmaceutical treat-
ments, and other medical interventions, our
best hope today is a vigilant public health
system that rapidly detects, responds and
isolates SARS cases, thereby stopping the
epidemic dead in its tracks.

In the past, the U.S. public health system
served as the world leader in stamping out
diseases like yellow fever, typhoid, influenza,
and cholera. It is again time for the U.S.
to be at the forefront of fighting the newest
global epidemic. But, are our national
public health defenses up to the task?

Sadly, the answer is “no.”
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The Public Health System

1s Sick Itself

he 2001 CDC report on public health infrastructure found that the

current U.S. public health infrastructure “is still structurally weak in

nearly every area.” The report calls for a systern of “public health arma-

ments,” including a “skilled professional workforce, robust information and

data systems and strong health departments and laboratories.™

In a separate report, the General
Accounting Office (GAO) found that “the
1999 West Nile Virus outbreak, which was
relatively small, taxed the federal, state and
local laboratory resources to the point that
officials told us that the CDC would not
have been able to respond to another out-
break had one occurred at the same time.”
According to the GAO report, coordination
between state, local and federal authorites,
communication systems, disease tracking,
staffing and laboratory capacity are areas
that require immediate improvement.

SARS highlights the gaping holes in systems
designed to prevent disease, and to respond
and control outbreaks when they do occur
Despite the recent targeted federal support
for bioterrorism preparedness, America’s
public kealth infrastructure remains fragile,
due to years of “perceived irrelevance,

underfunding and Congressional mistrust,”
which in turn has led to limited federal fund-
ing, says CDC Director Gerberding.” In tes-
timony before the House of Representatives
on the SARS outbreak, GAQ’s Director of
Health Care — Public Health Policy, Janet
Heinrich, summarized that, “...there are sig-
nificant gaps in public health surveillance
systems and laboratory capacity, and the
number of personnel trained for disease
detection is insufficient.™

SARS reminds us too that public health offi-
cials must always be ready today for the
unexpected health threat of tomorrow.
While it will never be possible to fully
anticipate and prepare for every potential
threat — occurring in nature or perpetrated
by terrorists — there is a great deal that can
and should be done.
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Revitalizing Public Health

Can Not Be Achieved on
a Piecemeal Basis

he prevention, containment and treatment of SARS cannot be consid-

ered in isolation. Today, the U.S. public faces a broad spectrum of

potential, emerging and existing health threats, including:

SARS is but one of a
series of new and deadly infectious diseases,
including West Nile Virus — not to men-
tion longstanding diseases like tuberculosis
that have resurged, often in new and more
virulent forms due to drug-resistance;

* Infectious diseases:

Chronic diseases: The rates of these dis-
eases that include cancer and diabetes
and are responsible for 70% of American
deaths, continue to rise; and

Biological, chemical, and radiological
terrorism: In the post-September 11, 2001
era, we must be prepared for the potential
use of biological, chemical, and radiologi-
cal agents as weapons used by terrorists
intent on causing mass casualties.

The public health response to SARS cannot
be viewed as a one shot deal. Preventing
epidemics and protecting people means
making strategic investments in revitalizing
and modernizing America’s entire public
health system.

The good news is that the public
health community knows what works —
improving early warning systems, enhancing
communications plans, creating nationwide
disease tracking networks, assuring
quality laboratories, and recruiting a new
generation of public health professionals.
Now, we have to generate the national
resolve to do it right.

iy.prepared for d inajot infectious disease oﬂtbreafk

health ,diep'artments need to have disease tracking systems and epidemiclogists

Laboratories need to have adequate capacity and necessary staff to test clinical and €nviri
amplesiin ‘orderto identify an agent promptly so that proper tredtment. can be: st

disedases prevented from spreading.

jons involved in the response must be able to communicate easily.
old and critical information is acquired.

désc;fibe howstate andlocal officials would it
be'in place and to have been tested In
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Components of a

“Well-Prepared” Public
Health System

he Institute of Medicine (IOM) released a major report in November
2002 on the future of the public’s health in the 21st century. As part
of its recommendations for repairing “a neglected [public health] system,”
the IOM called for an “overhaul of its components” which include legal
authorities, workforce, communications and information technology, disease

surveillance, and public health laboratories, among other elements. *

The following is a brief analysis of the key public health infrastructure
components in the context of the SARS epidemic and TFAH’s recommendations

for strengthening them.

HEALTH TRACKING

A strong public health defense begins with
disease surveillance, also known as health
tracking. It not only helps us monitor and
mitigate potential chemical and bioterrorist
attacks, but also is crucial to unlocking the
mysteries behind chronic and infectious
diseases. Tracking disease is one of the most
vital weapons public health officials have in
the fight to prevent and control threats to
the nation’s health.
jon children.”  Asthma rates in the

A comprehensive disease tracking system bed over 58% from 1979 to 1992, arid th
monitors the occurrence of disease and can i rate from asthma for children under‘th

inform the rapid identification of outbreaks or R
¢ of 19-escalated 78% from 1980.t0;

“clusters” of cases, which leads to analysis of

geographic variations and temporal trends. the feading cause of school absences fr
With this information in hand, public health ronic disease for children ages 5 to f7:an
investigators can search for the sources and ated to cost the country over $11.3
routes of exposure to determine why the 2 “Advances that help-us’ tr

outbreak occurred, how to prevent similar out-
breaks in the future, and, if the outbreak is
ongoing, how to prevent others from being

ARS can be used to do 'Houb

exposed. Concurrently, action must be taken
o control the spread of the disease and mini-
mize further illness and death, even when clear
cause and effect have not been fully identified.
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For the first time, in FY 2002 and again in
FY 2003, with bi-partisan support, Congress
allocated initial funds to begin a program
to establish a nadonwide disease tracking
network at CDC.® The Administration’s
FY 2004 budget request also recognizes the
importance of health tracking, calling it a
“major focus” of its environmental bealth
program. It is now time to take this critical
surveillance tool to scale. TFAH s calling
on Congress to allocate $100 million in
FY 2004 as the next step forward in creating
a robust, integrated nationwide health
tracking network.

Also, Congress should substantially increase
funding to enhance the information and
communications systems related to public
health surveillance. Specifically, Congress
should provide full funding for the National
Electronic Disease Surveillance System
(NEDSS), which serves as CDC's architec-
tural backbone of surveillance.
CDC birector, Dr. Jeffery . Koplan wrote in

Former

LEGAL AUTHORITY

CDC does not have a command and control
mentality with respect to disease surveil-
lance. The most recent example is the
agency’s unwillingness to require that SARS
be considered a reportable disease in every
state. In fact, most of the nation’s disease
wacking systems suffer from the lack of
national standards and uniform structures,
resulting in a patchwork approach to dis-
case tracking. Often, the CDC is in the
unenviable position of having to cajole state
health departments to provide important
data about cancer, birth defects, and many
other chronic diseases and conditions.

In many other cases, CDC and the states
Tack the legal authority to respond to emerg-
ing health threats, although since
September 11, 2001, 35 states and the
District of Columbia have considered legis-
lation to clarify the health powers of state
and local public health authorities to ensure

2002, “As the initative [NEDSS] proceeds, it
will reshape the way pubtic health is prac-
ticed with unprecedented access to high-
quality and timely surveillance data,™

Finally, SARS illustrates the need for global
public health tracking. Failures to initially
track this unusual respiratory syndrome last
fall in China's Guangdong Province likely
represents a missed opportunity for rapid
investigation of the outbreak and disease
control. Time lags in getting samples to the
best Yahoratories around the world for eval-
uation no doubt added further significant
delays to an already difficult diagnostic
challfenge, To make matiers worse, the U.S.
is not alone in lacking a comprehensive,
coordinated nationwide health tracking
network; there is not an adequate system for
global discase surveillance either. Nor is
there a coordinated systetn worldwide to
assure appropriate action and response
when cases appear.

a strong, effective, and timely responses to
public health emergencies, while also
respecting individual rights.”

Isolation and quarantine are two common
public health strategies which aim to protect
the public by preventing exposure to infect-
ed or potentially infected individuals.

Generally, isolation refers to the separation
of people who have a specific infectious ill-
ness from healthy people and the restriction
of their movement to stop the spread of that
illness. Isolation is a standard procedure
used in hospimls today for patients with
tuberculosis and cermain other infectious
diseases.

In contrast, quarantine usually refers to the
separation and restriction of movement of
people who are not yet ill, but who have
been exposed o an infectious agent and are



therefore potentially infectious. Quarantine
of exposed individuals is a public health
strategy, like isolation, that is intended to
stop the spread of infectious disease. Both
isolation and quarantine may be conducted
on a voluntary basis or compelled on a
mandatory basis through legal authority.

On April 4, 2008 the President signed an
executive order adding SARS to the list of
quarantinable
under the Public Health Service Act. By
amending the list to include SARS, the U.S
government took the pragmatic step of
readying all options as the public communi-
ty continues to tackle this disease. This
authority would only be used if someone

communicable diseases

posed a threat to public health and refused
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to cooperate with a voluntary request.'
Canada, Singapore and Hong Kong have
taken similar measures.

SARS patients in the United States are being
isolated until they are no longer infectious.
Patients with the most severe cases are
being cared for in hospitals. Those with
milder cases are being cared for at home.
Individuals being cared for at home have
been asked to avoid contact with other
people and to remain at home wuntii 10
days after the resolution of fever, provided
that respiratory symptoms are absent
or improving. To date, the CDC has recom-
mended isolation of individuals with SARS,
but has not compelled quarantine or isola-
tion of these individuals."”

REPAIRING STATE PUBLIC HEALTH LABORATORIES

The public relies on state public health
laboratories to deliver reliable and rapid
results to communities and individuals. The
Association of Public Health Laboratories
(APHL) identifies the core functions of labs
as: monitoring food and water safety, emer-
gency response, specialized testing, disease
prevention and control, and training and
Unfortunately,
state budget cuts and stag-
nant federal funding have
left these state public labo-
ratories in disrepair.

education.

Even before the SARS out-
break, the nation’s public
health laboratories were
stretched to their limits
working on  biological
and chemical terrorism
preparedness, other emerg-
ing infectious diseases like
West Nile Virus and envi-
ronmental health issues, in
addition to the everyday
demands of routine public

health testing and new federal regulatory
requirements.

The APHL reports a myriad of problems
confronting public health Iaboratories,
including outdated facilities, equipment,
and communications systems in addition to
inadequate training and staffing.”®

ratory testing for respiratory illnesses; an

éking dnd shipping of specimens.
’orreqommends that the CDC be provided with

s:t0 'qssist with its SARS-related activities inclui
agents for SARS testing. These furiding're

edigtely ip eqsﬁ;r@e
utbreak hits
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HEALTH DEPARTMENTS.
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The Need for Qualified Public Health Professionals

Public health professionals have traditionally
been guardians of the health of communities.
They are charged with preventing health epi-
demics. These professionals perform the
detective work necessary to provide proper
treatment and prevent the spread of problems
in emergency events, such as a chemical spill
or food-borne illness outbreak, and are respon-
sible for finding ways to manage ongoing
health threats through measures like mam-
mography screenings, childhood immuniza-
tons, and tobacco cessation programs.

According to the Health Resources and
Services Administration (HRSA), fewer than
50% of the current 500,000
public health professionals
have had formal, academic
training in public health.
Recent CDC data shows that
78% of all local health
department executives do not
have graduate degrees in
public health. Further, their
average tenure is less that two
years, which dilutes their abil-
ity to handle a public health
crisis with authority.

The results are painﬁjlly clear: without trained
and capable staff, our communities are vul-
nerable to unforeseen health threats and ham-
Public
health officials, working together with private

strung in efforts to prevent illness.

IS CRITICAL EFFOR

©:8Y 2.3%, OR

clinicians, can be the face of a healthier
America. A January 2003 GAO report stated
that “increasing staffing of public health
departments and laboratories is a top priority
for enhancing preparedness in many areas.”

The CDC has recommended that one trained
epidemiologist be available for every 500,000
people; this investment in the public health
workforce will provide communities with the sci-
entific knowledge necessary to create a healthi-
er U.S. population. Public health laboratories
are also facing insufficient training opportuni-
ties and staffing, which is negatively affecting the
capabilities, particularly to respond to surge in
service demands that occur in
dmes of crises® State laborato-
ries need adequate levels of
PhDdevel microbiologist and
PhD-evel chemists to ensure
effective biological, chemical,
and environmental testing
capabilities.

CDC’s Epidemic Services and
Response Program  trains
public health professionals to
respond  to
develop
health information, and provide resources for
surveillance systems. The President’s FY 2004
budget cuts this critical effort by 2.3%, or $1.8
million, compared to current year funding

emergencies,

accurate  public

levels. These funds must be restored.

Upgrading Communications Capability

Chronic underfunding has led to a network
of agencies that have trouble communicat-
ing with each other, let alone with the pub-
lic. CDC data illustrates that public health
departments lack basic infrastructure neces-
sary to keep the public informed and as we
have learned with SARS, communicating
with a shaken public is key to alleviating nat-
ural fears that arise with an emerging illness.

The Health Alert Network (HAN), a feder-
ally coordinated system between the CDC
and state/local health departments, has the

potentdal to fill this current communica-
tions gap. By using advanced technological
tools, this network will allow for real-time
coordination in situations where even sec-
onds matter. Currently, all 50 states in addi-
tion to the District of Columbia and Guam
receive funding and technical assistance.

The HAN plays a vital role in the nation’s
state of readiness and timetables to comple-
tion and activation must be accelerated and
linked directly to state and major metropol-
itan health departments.



149

ericans. Meanwhile; infectious dis
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CONCLUSION:

Urgent Care and
Leadership Needed Now

ntil now, the federal government has neither addressed the current

comprehensive public health crisis at a sufficiently high level, nor

provided adequate resources.

The experience with SARS reinforces the
need for improved disease surveillance and
reporting, linked to a rapid investigation
and response capability, including adequate
and appropriate diagnostic laboratory
capacity. The response to SARS underscores
the importance of strong public health sys-
tems, from the global to the local, as well as
integrated and well-functioning systems for
health care delivery. Future preparedness
will also depend on a well-educated and
trained clinical and public health workforce.
In addition, the nation needs a sound
research agenda addressing near and long-
term requirements for new insights into the
nature of infectious disease threats, human
host responses, and the opportunities to
develop new diagnostics, drugs and vaccines.

As stated in the IOM’s Microbial Threats to
Health: Emergence, Detection, and
Response report, “the prevention and con-
trol of infectious diseases are fundamental to
individual, national, and global security; fail-
ure to recognize — and act on — this essential
truth will surely lead to disaster.™ The mag-
nitude and urgency of the problem demand
renewed concern and commitment.

To this end, the Department of Health and
Human Services should convene a national

summit on the future of the American pub-
lic health system and the resources needed
to build a robust, integrated 21st century
infrastructure that can play a “double duty”
role by enhancing preparedness for the full
spectrum of health threats from cheniical
terrorism to cancer and from biological
attacks to birth defects.

As the SARS epidemic illustrates, the United
States needs to devise strategic solutions for
revitalizing and holstering our public health
defenses, while avoiding the “piecemeal
fixes” of the past. The goal of the summit
should be to produce a blue print for the
future, wherein the public health system is
re-designed in light of this century’s current
and emerging health threats. At the same
time, there should be a national dialog on
the resources needed to implement the req-
uisite changes and the need for accountabil-
ity at every level of the public health system,

As we ke stock of our prospects with
respect to microbial threats in the years
ahead, public health leaders and national
policy makers must recognize the need for a
new level of attention, dedication, and sus-
tained resources to ensure the health and
safety of this nation — and of the world.
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The American Public Health Association (APHA) is the oldest and largest public
health association in the world, representing approximately 50,000 public health
professionals in the United States and abroad. We are pleased to submit a statement for
the record on the state and local response to the Severe Acute Respiratory Syndrome
(SARS) epidemic.

The Problem of Emerging Infections

SARS is an emerging infectious disease. It is not the first and certainly will not be
the last. In fact, within the past 30 years, we have seen 35 new infectious diseases around
the world several within our own borders. One can anticipate that the problem of
emerging infectious diseases is likely to become more acute in the future, not less. In fact,
infectious disease in general continues to be a major public health problem despite the
wonder of antibacterial agents, improvements in health care and a better understanding of
the pathogenesis of disease. The best illustration of this issue is the U.S. death rate from
infectious disease. This rate, which dropped in the first part of the 20th century, is now

_double what it was in 1980.

The Institute of Medicine of the National Academy of Sciences attributed the
surge in infectious disease to 13 specific changes in the world and the way we live.
Those 13 factors are microbial adaptation and change; human susceptibility to infection;
climate and weather; changing ecosystems; human demographics and behavior;
economic development and land use; international travel and commerce; technology and
industry; breakdown of public health measures; poverty and social inequality; war and
famine; lack of political will; and bioterrorism.

Lessons Have Been Learned

The lessons learned from managing two recent infectious outbreaks, West Nile and
anthrax (one apparently naturally occurring and one intentional), have helped the public
health community address SARS. These lessons demonstrated the need for a strong
public health system as one component of an integrated homeland security program. We
also learned what capacities we need to ensure preparedness and where some of the gaps
remain that must be filled. Ensuring an effective public health infrastructure is a top
priority for the APHA. An adequate public health infrastructure to manage the infectious
disease threat is one where there is an adequate work force that is well trained, with the
proper tools and resources to effectively respond to current and emerging infections.
SARS is an excellent example of the need for a strong public health system and the
infrastructure required for it to be effective. This infrastructure includes the capacity to:

Prevent disease outbreaks;

Know when a new disease has entered the community;
Provide definitive diagnosis and laboratory verification;
Track the spread of the disease;

Contain the disease;
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o Ensure effective treatment;

e Demonstrate an adequate legal framework for this work;

¢ Effectively communicate with the public, medical and public health providers and
other stakeholders; and

e Partner on a local, regional, national and global level.

The effective use of many of these capacities have been demonstrated at the federal,
state, and local level in the initial response to SARS, and represents a significant
improvement over our response to the anthrax attacks of 2001 and some improvement
over the early response to West Nile virus.

In the fall of 2001, I was Secretary of health for the state of Maryland. During the
anthrax outbreak, as with West Nile virus two years before, we learned a lot that helped
the public health community to better prepare to respond to SARS. We learned that any
disease outbreak is a community event that can quickly grow in scope and size. These
events require a high degree of coordinated communication and cross-jurisdictional
cooperation. It is critical that in times of crisis, the public trust their public health officials
and receive a clear, consistent message. In order to accomplish this, we have learned that
rapid, early communication by credible spokespersons is essential.

During the current SARS event, the U.S. Department of Health and Human Services
communicated early and frequently to a broad range of both medical and public health
providers. What is important is that this communication occurred before the disease
entered the borders of our country and gave us a head start on preparedness. These
briefings were held by experts who were able to adequately tell us what they knew and
what they did not know. Today there are frequent SARS briefings from either the high-
tech, secure, command center at the Department of Health and Human Services or the
Centers for Disease Control and Prevention (CDC) new Emergency Operations Center.

The Health Alert Network, which received its first real workout after September 11th,
has become a mainstay of communication to the medical and public health community.
CDC has set up and is using a free registry to provide clinicians with real-time
information to help prepare for and respond to terrorism and other emergency events.
Participants receive regular e-mail updates on terrorism and other emergency issues and
on training opportunities relevant to clinicians. This highly focused, centrally coordinated
effort has made a difference in the ability of local public health authorities to control the
outbreak and also to educate clinicians and the public in their communities. This rapid
and consistent message has allowed for those clinicians and medical facilities to properly
manage suspect and probable SARS cases in the United States with minimal risk to
others.

Anthrax also taught us that it was important to aggressively coordinate our external
communications efforts, not just our response efforts, very early in order to ensure that
we had control of the message and that we spoke with a single, consistent voice. This
approach is imperative to avoid confusion, misinformation and panic. This is extremely
important in an event like SARS when our understanding of the science shifts rapidly.
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Both the World Health Organization (WHO) and the CDC have done a much better job at
being clear about telling us what they know and what they do not know, and quickly
sharing new knowledge when it becomes available.

We need to be proactive in monitoring the global situation. SARS is a good
example of a proactive approach and how with good public health practice and some
luck, we have had only a few cases and no deaths in the United States. More than 20
years ago HIV -- the virus that causes AIDS -- emerged from Africa and since then has
killed millions of people and devastated entire communities and countries. When West
Nile first hit our shores it also was not new. West Nile virus was first isolated in Uganda
in 1937 and was later recognized in Egypt in the 1950s and in Israel in 1957. In the
1990s, outbreaks occurred in Algeria, Romania, the Czech Republic, the Democratic
Republic of the Congo and Russia. When it finally reached our shores in 1999 we were
perplexed and surprised. It has now spread throughout North America and will probably
enter the few remaining communities during the coming summer. The response to SARS
has been much more proactive with every community on alert and vigilant.

Similarly, when the anthrax outbreak occurred in our region, much of the
management focus initially was narrowly directed at the District of Columbia with less
attention to Maryland and Virginia. This made it very difficult to have an effective
regional strategy. SARS not only required managing a regional strategy around
individual cases but a global one as well. This is a substantial improvement over our
response to the anthrax attacks. I do want to caution, however, that our limited experience
with suspect and probable SARS cases is limited and we should not get overconfident in
our capacity to manage and coordinate a large biological event.

The CDC and the WHO have been doing yeoman’s work on SARS and there has
been unprecedented global communication. The WHO has been effective in helping to
contain SARS and coordinating research at major institutes around the world once the
disease became known. As cases popped up from China to Canada, WHO officials linked
anetwork of 11 laboratories in nine countries to identify the agent causing the illness and
devise treatments. In the past, international laboratorics have competed to solve an
epidemiological challenge. But in this case, labs have been exchanging data on a daily
basis. Lines of communication between research facilities, physicians treating cases, and
the public have been strengthened. Recently, scientists in Canada and the United States
have broken the genetic code of the coronavirus that apparently causes SARS.

There are also global lessons to be learned. The WHO's Global Outbreak Alert
System, set up after its experience with Ebola, and unfortunately proved inadequate
because China failed to alert the WHO immediately. Currently, notifications are
voluntary and limited to yellow fever, plague and cholera. The SARS experience should
be used to identify gaps in the global response system. SARS also serves as a reminder
that there is no alternative to effective multilateral institutions and global cooperation.
While SARS is a human tragedy, what is remarkable is how quickly -- leaving aside
earlier Chinese secrecy -- the world has joined together in responding to it. In June, WHO
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will host an international scientific gathering to plan the next steps in dealing with the
disease.

Needs for the Future

SARS has reminded us once again that in this age where we not only have a
global economy but a globalization of disease, the 20" century’s model of protecting
ourselves from disease is no longer sufficient. We need to look at new, more strategic
models of doing business.

The SARS outbreak and others, including anthrax and West Nile, have also
exposed gaps in our own public health system in the United States. We are at a critical
juncture in public health. For many years, experts have been warning us that our nation’s
public health infrastructure is in disarray. Recent preparedness funding has provided for
improvements in the public health preparedness infrastructure, however gaps remain.
There still is a lack of adequate personnel and training, laboratory surge capacity and
there are still holes in our communications networks, There remain serious gaps in our
disease surveillance systems. These and other shortcomings have been known for
sometime, but have also been more recently documented by the Institute of Medicine, the
General Accounting Office and others as current pressures on the public health system
make these failings more visible. One big problem today is the erosion of the foundation
upon which we are building the new preparedness system due to funding cuts at the
federal, state and local level in core public health programs. Today these programs allow
for a surge capacity in public health to address emerging issues. This foundation needs to
be strengthened.

Perhaps never before has it been so important to shore up our public health
system. This system is being asked to support our response to some of the most
threatening emerging diseases of our time and to prepare for diseases yet unknown. In
this age when biological and chemical terrorism is added to the portfolio of public health
threats, we need to be assured that the system works and works well.

I want to thank you for your support for the emergency supplemental funding this
year for both the smallpox preparedness and the SARS response effort. These funds are
critically important. However, it is time for Congress to take the next step and support
the public health system in a more holistic way - to support public health as a system -
not crisis by crisis. The public health system serves as the front line for our nation’s
public health defense system against emerging and reemerging infectious diseases. From
anthrax to West Nile to smallpox to SARS, the CDC is our nation’s and the world’s
expert resource and response hub, coordinating communications and action and serving
as the nation’s laboratory reference center. It continues to need strong support from
Congress.

Public health is being asked to do more with less. Unless we start supporting our
public health base in a more holistic way, we are going to continue to need to come to
Congress for special emergency requests for funds as each new threat emerges. Funding
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public health outbreak by outbreak is not an effective way to ensure either preparedness
or accountability.

In the absence of a robust public health system with built-in surge capacity, every
crisis “du jour” also forces trade offs-attention to one infectious disease at the expense of
another, infectious disease prevention at the expense of chronic disease prevention and
other public health responsibilities. This is true especially given the current budget
pressures facing states and the federal government.

It is time to think more strategically about the future of our nation’s public health
system, to develop a blueprint for where we want to be 10 years from now and how best
to fund it. Because of their impact on society, a coordinated strategy is necessary to
understand, detect, control and ultimately prevent infectious diseases. We believe that far
more significant investments in public health will need to occur if we are to prepare the
nation’s public health system to protect us from the leading causes of death, prepare us
for bioterrorism and chemical terrorism, and respond to the public health crises of the
day.

I hope we all recognize that this SARS event is not over and that we still have a
ways to go to ensure containment. In the future we will always be one plane ride away,
one infected person away, and one epidemic away from a global tragedy. We cannot
lower our guard, not today, not tomorrow.

Mr. Chairman and members of the subcommittee, I thank you for this opportunity
to submit this statement about one of the most important public health issues of our time.
On behalf of the American Public Health Association, I look forward to working with
you to strengthen our nation’s public health system.
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SUMMARY

SARS is an acute respiratory illness in which patients have difficulty breathing. SARS can
progress to life-threatening ARDS. A prominent characteristic of ARDS is the destruction of a patient’s
fung surfactant. Surfactants are produced naturally in the lungs and are essential for breathing. Should
these surfactants degrade or be destroyed, the air sacs in the lungs collapse, airflow becomes constricted
and the lungs do not absorb sufficient oxygen.

World health authorities have employed intense efforts to contain the spread of Emerging
Infectious Diseases (EID), like SARS, in which proper lung function is implicated -- exploring
numerous medical treatments, focusing on antivirals, vaccines, and mechanical ventilation. The next
logical step is for world health authorities to fully evaluate pulmonary therapies aimed at restoring or
maintaining proper lung function in SARS and other patients suffering from similar EID.

Surfactant Replacement Therapy has the potential to play an important role in addressing EID
including the SARS crisis. Surfactant Replacement Therapy is intended to maintain or restore proper
lung function. Discovery’s surfactant technology is the only surfactant technology that could play this
role. There is significant scientific literature and clinical data establishing the safety and
pharmacological activity of Discovery’s surfactant technology.

Discovery’s lead Surfactant Replacement Therapy, Surfaxin®, is in three Phase 3 and two Phase
2 clinical trials addressing critical respiratory indications, including ARDS. Surfactant Replacement
Therapy could be evaluated for the most severe SARS patients on mechanical ventilation as early as
mid-to late-summer of 2003.

Discovery’s lung surfactant can also be prepared as an inhalable acrosol formulation that retains
the critical therapeutic properties of fully-functioning surfactant. JInhalable surfactant aerosol
formulations now have the potential to treat respiratory diseases that have been unable to benefit from
Surfactant Replacement Therapy and could be evaluated for maintaining lung function in SARS patients
by early-fall of 2003.
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U.S. Senate
Permanent Subcommittee on Investigations Committee on Governmental Affairs
May 21, 2003 hearing entitled “SARS: How Effective is the State and Local Response?”

Written statement of Robert J. Capetola, Ph.D., President and Chief Executive Officer of
Discovery Laboratories, Inc., a specialty pharmaceutical company developing its proprietary
surfactant technology as Surfactant Replacement Therapies for respiratory diseases including
Respiratory Distress Syndromes (RDS and ARDS), Acute Lung Injury (ALI), asthma, Chronic
Obstructive Pulmonary Disease (COPD), and upper airway disorders. Discovery Labs is
currently in five late-stage clinical trials of its engineered lung surfactant as a treatment for
severe respiratory diseases including Part B of a Phase 2 trial for the treatment of ARDS, the
life-threatening respiratory condition that severe SARS sufferers deteriorate to.

Certain Emerging Infectious Diseases (EID), like Severe Acute Respiratory
Syndrome (SARS), cause acute respiratory illness in which patients have difficulty breathing.'
The path of SARS is a highly contagious viral infection” that leads to pneumonia, and in severe
cases, progresses to life-threatening Acute Lung Injury (referred to as ALI), the most serious
manifestation of which is Acute Respiratory Distress Syndrome (referred to as ARDS). A
prominent characteristic of ARDS is the destruction of a patient’s lung surfactant.’ Surfactants
are produced naturally in the lungs and are essential for breathing. (See Illustration 1). Should
these surfactants degrade or be destroyed, millions of alveoli, or tiny air sacs, in the lung
collapse, airflow becomes constricted and the lungs do not absorb sufficient oxygen. (See
Ilustration 2).

No proven treatment for SARS presently exists. For now, SARS treatment
amounts to keeping patients isolated and dealing with their symptoms while the infection runs its
course. SARS patients are currently getting the same treatments as patients suffering from
pneumonia or other respiratory infections, including antibiotics to combat bacterial infections,
mechanical ventilation to help them breathe, and treatment for fever.* With the number of
world-wide SARS cases approaching 6,000, the lack of an effective treatment has resulted
tragically in at least 400 deaths, or a mortality rate of greater than 6.5%.

Although public health officials are hopeful that the spread of SARS may have
temporarily peaked, at least outside China, most researchers fear that SARS will return in force
next winter.” An additional concern is that the virus could be quickly mutating and new SARS
strains, possibly more virulent forms, are likely to develop. Indeed, Hong Kong has recently
reported that a dozen former SARS patients had relapsed, indicating that treating the disease may
be even more difficult than expected.

World health authorities, including the United States National Institutes of Health,
are taking a logical first step to address the SARS virus by searching for an effective antiviral
treatment. They are urgently screening a number of virus-fighting drugs, medicines already on
the market or close to it, including protease inhibitors and compounds that block viral
replication. No antiviral presently exists that is specifically aimed at this coronavirus (the form
of virus identified by the CDC and the World Health Organization as the cause of SARS). Even
the ribavirin/steroid “cocktail” that doctors in Asia and Canada had been using extensively to
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treat SARS has been abandoned because of lack of effectiveness in combating the disease and
harmful side effects, with many patients suffering anemia and liver inflammation because of it.
Dr. Anthony Fauci, Director of the National Institute of Allergy and Infectious Diseases, has
commented that he hopes to have a possible vaccine ready for human testing in just over a year.
But Dr. Fauci has cautioned that it would still be years before a vaccine would be available for
distribution and that its development can never be guaranteed.

While these efforts need to be continued and supported both scientifically,
financially and politically, the harsh reality is that SARS patients have difficulty breathing --
they are suffering the destruction of their essential lung surfactant system and are at risk for life-
threatening ALI or ARDS. No approved therapies for ARDS currently exist. Current therapy
for ARDS patients remains entirely supportive and mechanical ventilation is the present standard
of care. In the face of the SARS crisis, a logical precaution for world health officials to take is to
ensure that an adequate number of mechanical ventilators are available. Indeed, the United
States government has recently improved its ability to respond to a SARS outbreak by adding
3,000 mechanical ventilators and has asked the states to identify space for extra hospital beds
during an emergency. However, mechanical ventilation is an unfortunate last resort -- the only
way to oxygenate and keep the vital organs functioning. It is used only to assist in the patient’s
breathing while an attempt to adequately address the underlying cause of the disease is made.
However, mechanical ventilation is very costly and it is axiomatic in critical care medicine that
the longer a patient is on mechanical ventilation the higher the likelihood that mortality and
morbidity results. Even with mechanical ventilation, the reported mortality rate for ARDS is
between 40-50% worldwide.

Public health officials have focused on a search for effective agents to combat
SARS and have recognized the need for improving mechanical ventilation resources and
attendant facilities. The next logical step for world health authorities is to fully evaluate
therapies that can restore proper lung function in EID and SARS sufferers. Surfactants are
essential for breathing and one of the prominent characteristics of ARDS is the destruction of
lung surfactants. (See Illustration 3). Surfactant Replacement Therapy has the potential to
address EID, including the SARS crisis. The goal of Surfactant Replacement Therapy is to
maintain or restore proper lung function. Surfactant Replacement Therapy will not directly
address the SARS virus. However, SARS patients are suffering destruction and degradation of
their lung surfactant system. If the condition of a SARS patient degrades to ARDS, Surfactant
Replacement Therapy has the potential to be a treatment by using the same or similar logical
approach that we are presently using in our ongoing ARDS trial. If a SARS patient exhibits
symptoms of progressing to ARDS, our engineered lung surfactant, as an inhalable aerosol, has
the potential to prevent the widespread surfactant destruction that can occur as a result of SARS.

The remainder of this statement is about the possible benefits of Surfactant
Replacement Therapy for the treatment of EID including SARS S I'will discuss the critical role
that lung surfactants play in proper pulmonary function and how Surfactant Replacement
Therapy is already being used for the treatment of severe respiratory diseases. 1will also
describe our engineered version of human lung surfactant -- its safety and pharmacological
profile, our ongoing Phase 2 clinical trial for the treatment of patients suffering from ARDS and
the potential for our engineered surfactant as an inhalable aerosol formulation to maintain lung
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function in SARS and other patients suffering from similar EID. Discovery has the only
surfactant technology engineered to mimic the essential properties of human lung surfactant. We
focus exclusively on treating respiratory diseases.

Lung Surfactant Technology and Current Surfactant Replacement Therapy

Surfactants are produced naturally in the lungs and are essential for breathing.
Should surfactants degrade or be destroyed, the air sacs in the lungs collapse, airflow becomes
restricted and the lungs do not absorb sufficient oxygen. (See Hlustrations 1 and 2).

Surfactants are protein and lipid (fat) compositions that cover the entire alveolar
surface, or air sacs, of the lungs and the terminal conducting airways which lead to the alveoli.
Surfactants facilitate respiration by continually modifying the surface tension of the fluid
normally present within the alveoli that line the inside of the lungs. In addition to lowering
alveolar surface-tension, surfactants play other important roles which include lowering the
surface tension of the conducting airways and maintaining airflow and airway patency (keeping
the airways open and expanded). Loss of patency leads to compromised pulmonary function.
(See Ilustration 4). Human surfactants include four known surfactant proteins, A, B, C and D.
1t has been established, through numerous studies, that surfactant protein B (SP-B) is essential
for respiratory function.

Pulmonary surfactants have additional properties such as:

@) Physical barrier to inhaled particles and noxious agents;
(i)  Host defense against infection; and
(ili)  Anti-inflammatory properties

There is a large body of scientific evidence associating the loss or lack of
endogenous surfactant function with respiratory diseases. (See, e.g., Hlustration 4). Clinically,
all of these diseases are characterized by one or more symptoms such as shortness of breath,
chest tightening, and loss of pulmonary function as measured by FEV |, FVC, PO,, and PCO,.
Studies demonstrate that Surfactant Replacement Therapy would be a viable pharmacological
approach for patients suffering from respiratory diseases such as Acute Lung Injury, ARDS,
asthma, and Chronic Obstructive Pulmonary Disease.

Presently, surfactants are approved as replacement therapy only for Respiratory
Distress Syndrome in premature infants, a condition in which infants are born with an
insufficient amount of their own natural surfactant. The most commonly used of these approved
replacement surfactants are derived from pig and cow lungs. Though the animal-derived
surfactants are clinically effective, they have drawbacks and cannot readily be scaled or
developed to treat broader populations and other respiratory diseases such as ARDS or SARS.

Animal-derived surfactant products are prepared using a chemical extraction process
from minced cow and pig lung. Because of the animal-sourced materials and the chemical
extraction processes, there is significant variation in production lots and, consequently, product
quality specifications must be broad. In addition, the protein levels of these animal-derived
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surfactants are inherently lower than the protein levels of native human surfactant. The
production costs of these animal-derived surfactants are high, relative to other analogous
pharmaceutical products, generation of large quantities is severely limited, and these products
cannot readily be reformulated for acrosol delivery to the lungs.

Discovery Labs Surfactant Replacement Therapy

Discovery’s engineered version of human lung surfactant is designed to precisely
mimic the most essential attributes of natural lung surfactant. Discovery’s surfactant technology
contains a proprietary peptide that mimics human lung surfactant protein B (SP-B), the protein in
natural pulmonary surfactant known to be the most important surfactant protein for promoting
surface-tension lowering and oxygen exchange.” Discovery’s surfactant has anti-inflammatory
properties and can be engineered as a liquid instillate or an inhalable aerosol as therapy for
specific diseases being treated. (See Illustrations 5 and 6). Our engineered humanized surfactant
can be manufactured less expensively than the animal-derived surfactants, in sufficient quantities,
in more exact and consistent pharmaceutical grade quality, and has no potential to cause adverse
immunological responses in young and older adults, all important attributes to potentially meet
significant unmet medical needs. In addition, we believe that our engineered humanized
surfactants might possess other pharmaceutical benefits not currently found with the animal
surfactants such as longer shelf-life, reduced number of administrations to the patient’s lungs, and
elimination of the risk of animal-borne diseases including the brain-wasting bovine spongiform
encephalopathy (commonly called “mad-cow disease”). Our humanized surfactant technology
was invented at the world-renowned Scripps Research Institute and was further developed and
licensed to us by Johnson & Johnson.

There is significant scientific and clinical literature establishing the safety and
pharmacological activity of our proprietary surfactant technology. To date, hundreds of subjects
have received Surfactant Replacement Therapy with Discovery’s lead surfactant product,
Surfaxin®, and such treatment has been well-tolerated.® Surfaxin is in three Phase 3 and two
Phase 2 clinical trials addressing critical respiratory indications where there are few or no
therapies currently available. Surfaxin has been shown to remove inflammatory and infectious
infiltrates from patients’ lungs when used by our proprietary lavage (or “lung wash”™) and
replenish the vital surfactant levels in the fungs.

Discovery’s Surfactant Replacement Therapy for ARDS — Phase 2 Clinical Trial

Currently, Discovery is developing Surfaxin for the freatment of Acute
Respiratory Distress Syndrome in adults (ARDS). Acute Respiratory Distress Syndrome in
adults is a life-threatening disorder for which no approved therapies exist anywhere in the world.
(See Mlustration 7). It is characterized by an excess of fluid, inflammatory cells and debris in the
lungs that leads to decreased oxygen levels in the patient. One prominent characteristic of this
disorder is the destruction of surfactants naturally present in lung tissue that are essential to the
ability to absorb oxygen. Current therapy for ARDS patients remains entirely supportive and
mechanical ventilation is the present standard of care.
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Discovery’s approach to treating ARDS is based on the scientific rationale
supporting Surfactant Replacement Therapy as an effective lavage, or “lung wash,” designed to
alter the course of this disease by rinsing out damaging infiltrates and debris in the lungs and
restoring normal surfactant function. (See Illustrations 8 and 9). We are presently conducting a
Phase 2 open-label, controlled, multi-center clinical trial of Surfaxin for adults in up to 110
patients with Acute Respiratory Distress Syndrome. This trial will compare the safety and
effectiveness of standard of care, including mechanical ventilation, to high concentrations of
Surfaxin administered to patients via a proprietary lavage technique that administers the drug
sequentially through a tube, called a bronchoscope.

In July 2002, we completed the first part of this trial, 2 dose escalation safety and
tolerability study in 22 patients in four groups (of up to six patients per group). In consultation
with the trial’s Independent Safety Review Committee that was comprised of three prominent
pulmonologists, we determined that the Part A portion of the trial procedure is generally safe and
tolerable and that it was appropriate to proceed onto the larger safety and efficacy portion of the
study. These early results, although in a small number of patients, are encouraging because they
suggest that the most effective dosages are the higher Surfaxin concentrations. In fact, some of
the sickest patients were in the highest dose groups and, nevertheless, in these groups we
experienced the most promising results, including no mortality and a significant reduction in the
number of days on mechanical ventilation. (See Illustration 10).

The following table presents summary data of certain key clinical endpoints from
the dose-ranging part of the trial:

Clinical Results
Average Days On

Patient | Number of Surfaxin Mortality Mechanical
Group Patients Dosage* ((#) and % of Patients) Ventilation

A 5 22,800 mg (3) - 60% 20.8

B 6 34,200 mg (2)-33% 17.5

C 6 57,000 mg - 0% 12.8

D 5 61,000 mg 0)- 0% 17.2

“ Based on phospholipid content.

The last part of this Phase 2 trial, Part B, will evaluate safety and efficacy of
Surfaxin in direct comparison to standard of care at approximately 50 centers in the United
States and Canada. The primary endpoint of this part of the trial is to determine the incidence
rate of patients being alive and off mechanical ventilation at the end of day 28 with one of the
key secondary endpoints being mortality. '

The FDA has granted Fast-Track Approval Status and Orphan Drug Designation
for Surfaxin for the treatment of Acute Respiratory Distress Syndrome for adults. The European
Medicines Evaluation Agency has granted Orphan Product designation for Surfaxin for the
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treatment of Acute Lung Injury in adults (which in this circumstance encompasses Acute
Respiratory Distress Syndrome).

If the necessary activities and adequate resources could be properly organized,
including, but not limited to (1) training of medical personnel in the bronchopulmonary
segmental surfactant lavage procedure, (2) regulatory procedures, and (3) supply of sufficient
drug, this program could be positioned to evaluate Surfactant Replacement Therapy for the most
severe SARS patients on mechanical ventilation by mid-to late-summer of 2003.

Discovery’s Inhalable Aerosol Surfactant - Positioned to enter Phase 1b / 2a Clinical Trials

Discovery recently prepared its proprietary engineered version of lung surfactant
as an inhalable aerosol formulation that successfully retained the critical therapeutic properties of
fully-functioning natural lung surfactant. This development now evolves surfactant therapy to
the point where inhalable aerosol formulations of engineered lung surfactant have the potential to
be developed to treat respiratory diseases that so far have been unable to benefit from Surfactant
Replacement Therapy. The immediate focus of our aerosol development program is on
surfactant-based therapy to help restore lung function of hospitalized patients suffering from
severe respiratory conditions (for example, SARS), hopefully avoiding the progression to ARDS,
the need for mechanical ventilation, thereby preventing respiratory conditions from becoming
severe, even life-threatening events.

Discovery’s lung surfactant was aerosolized as a liquid formulation that exhibited
all of the essential pharmacological properties of a functioning surfactant, including the surface-
tension lowering abilities necessary to restore lung function and keep the airways open and
expanded. An aerosolized Surfactant Replacement Therapy may be effective as a preventive
measure for patients at risk for Acute Lung Injury by providing a functioning surfactant to act as
an anti-inflammatory and to maintain proper lung function.

Importantly, our inhalable aerosol surfactant could be readily administered to
ambulatory patients with a number of already-available devices or could be used with aerosol
generators designed for in-line use with mechanical ventilators. With a highly communicable
disease such as SARS, this could be a closed system reducing the risk of disease transmission to
health care workers and others. We have every reason to expect that our inhalable aerosol
Surfactant Replacement Therapy would demonstrate the same safety and pharmacological profile
exhibited throughout our surfactant pre-clinical and clinical programs to date, including our five
ongoing Phase 3 and Phase 2 studies. Our present development plan calls for us to enter Phase
1b /2a clinical trials to evaluate our inhalable aerosol Surfactant Replacement Therapy by late-
2003 or early-2004. However, with a concerted effort by all necessary parties, this program can
be positioned to evaluate the possible benefits of Surfactant Replacement Therapy for SARS
patients by early-fall of 2003.
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Conclusion

Scientists around the world have moved with unprecedented speed to identify the
SARS virus and screen potential treatments. Public health officials have employed intense
efforts to contain its spread and are exploring numerous medical treatments, focusing on
antivirals, vaccines, and mechanical ventilation. The logical next step is for world health
authorities to fully evatuate pulmonary therapies aimed at restoring or maintaining proper lung
function in EID and SARS sufferers. SARS patients have difficulty breathing and are suffering
degradation and destruction of their lung surfactant system. Surfactants are critical for breathing
and the goal of Discovery’s Surfactant Replacement Therapy is to maintain or restore proper
lung function.

Surfactant Replacement Therapy has the potential to play an important role in
addressing EID including the SARS crisis. Discovery’s surfactant technology, engineered to
mimic the essential properties of human lung surfactant, is the only surfactant technology that
could play this role. We focus exclusively on treating respiratory diseases. In summary,
Discovery and its medical advisors are convinced that Surfactant Replacement Therapy has the
potential to be an effective therapy to treat a variety of respiratory diseases, including EID and
SARS. We ask this Committee to be a catalyst in conveying the message that Surfactant
Replacement Therapy be included in the assessment of therapies currently under consideration
by the various health authorities.
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! The Centers for Disease Control (CDC ) has identified that SARS patients can experience dry cough, shortness of
breath and difficulty breathing because of lung congestion.

2 Scientists believe that SARS is caused by a newly discovered coronavirus, a member of a family of viruses linked
previously to mild cold symptoms in humans. Sorting the Facts, Guesses and Mysteries of SARS, The Wall Street

Journal, May 2, 2003, at B1 (hereinafter Facts and Mysteries of SARS).

* ARDS is characterized by an excess of fluid in the lungs, decreased oxygen levels, and the destruction of
surfactants present in lung tissue. See generally Gregory TJ, Steinberg KP, Spragg R, Gadek JE, Hyers TM,
Longmore WJ, Moxley MA, Cai G-Z, Hite RD, Smith RM, Hudson LD, Crim C, Newton P, Mitchell BR and Gold
AJ, Bovine Surfactant Therapy for Patients with Acute Respiratory Distress Syndrome, Am J Respir Crit Care Med
155:1309-1315 (1997); Ashbaugh DG, Bigelow DB, Petty TL and Levine BE, Acute Respiratory Distress in Adults,
Lancet 2:319-323 (1967); Hallman M, Spragg RG, Harrell JH, Moser KM and Gluck L, Evidence of lung surfactant
abnormality in respiratory failure: study of bronchoalveolar lavage phospholipids, surface activity, phospholipase
activity, and plasma myoinositol, J Clin Invest 70:673-683 (1982); Pison U, Seeger W, Buchhom R, Joka T, Brand
M, Obertacke U, Neuhof H and Scmit-Neuerburg KP, Surfactant abnormalities in patients with respiratory failure
after multiple trauma, Am Rev Respir Dis 140:1033-1039 (1989); Pison U, Overtacke U, Brand M, Seeger W, Joka
T, Bruch J and Schmit-Neuerburg KP, Altered pulmonary surfactant in uncomplicated and septicemia-complicated
courses of acute respiratory failure, J Trauma 30:19-26 (1990); Gregory TJ, Longmore WJ, Moxley MA, Whitsett
JA, Reed CR, Fowler AAIL Hudson LD, Maunder RJ, Crim C and Hyers TM, Surfactant chemical composition and
biophysical activity in acute respiratory distress syndrome, J Clin Invest 88:1976-1981 (1991).

* See Facts and Mysteries of SARS (discussing that the current treatments for SARS consist solely of providing
supportive care).

® See 1d. Many respiratory illnesses are most prevalent in cold weather. Researchers fear that although SARS may
decline during the summer months it will return in force next winter.

¢ Damage to the human lung surfactant system is a component of ARDS, and both the chemical composition and
functional activity of lung surfactant are altered in patients with ARDS. Thus, compromuise of the lung surfactant
system plays an important role in the development of ARDS. Since many of the major pulmonary consequences of
ARDS may be directly influenced by surfactant dysfunction, replacement treatment with Discovery’s engineered
humanized surfactant is potentially efficacious in this disorder.

7 Discovery’s humanized surfactant product candidates, including our lead product, Surfaxin®, are engineered
versions of natural human lung surfactant and contain a humanized peptide, sinapultide. Sinapultide is a 21 amino
acid protein-like substance that is designed to precisely mimic the essential human surfactant protein B (SP-B).

8 See, e.g., Discovery Laboratories, Inc., Study KIL4-ARDS-02, April 3, 1998, clinical report.
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Ecolab Inc.

840 Sibley Memorial Hwy.
St. Paul, MN 55118
B851-306-5771

Fax: 651-952-4821

Bruce R. Cords, Ph.D.
Vice President Food Safety & Public Health

July 1 2003

Senator Norm Colemnan

United States Senate

Permanent Committee on investigation
Washington, DC 20510-6250

Dear Senator Coleman:

This letter is in response to your request for input on how the U.S. can be better prepared should an
outbreak of SARS reccour in the United States. Some specific recommendations/observations are as
follows:

1.

We need to better educate state and local public health officials on how to recognize the disease. As
we discussed at your hearing, we were very fortunate the early cases in the U.S. happened to present
themselves to hospitals that had the expertise to recognize the disease.

. We need easy to use rapid diagnostic tools that have the sensitivity and specificity to detect levels of

infection in individuals that might lead to transmission of the disease. These diagnostic tools must be .
readily available even at the local level.

We need to develop an emergency response plan for isclationfquarantine of large numbers {up to
1007?) of people at the regional/state level.

We need to define specific procedures to be used by healthcare workers who are caring for suspected
or confirmed SARS patients. We must avoid the transmission of the disease to the healthcare worker
and prevent them from being a vector for spread of the disease.

We need betier scientific data on how long the virus can survive outside the host on environmental
surfaces.

We need to determine the effectiveness of disinfectants/virucides against the SARS virus or designated
surrogates.

Ecolab would be willing to provide technical support for developing answers o items 4, 5, and 6. Please let
us know how we can be of further assistance.

Sincerely,

Browe £l

C:

A. L. Schuman, Ecolab Inc.
Joe Kennedy, General Counsel, United States Senate

Permanent Sub i on Inv
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